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Description

[0001] The technologies disclosed in the present ap-
plication generally relate to apparatus, systems, and
methods for intravascular neuromodulation. More partic-
ularly, the technologies disclosed herein relate to appa-
ratus, systems, and methods for achieving intravascular
renal neuromodulation via thermal heating.

BACKGROUND

[0002] Hypertension, heart failure and chronic kidney
disease represent a significant and growing global health
issue. Currenttherapies for these conditions include non-
pharmacological, pharmacological and device-based
approaches. Despite this variety of treatment options the
rates of control of blood pressure and the therapeutic
efforts to prevent progression of heart failure and chronic
kidney disease and their sequelae remain unsatisfactory.
Although the reasons for this situation are manifold and
include issues of non-compliance with prescribed thera-
py, heterogeneity in responses both in terms of efficacy
and adverse event profile, and others, it is evident that
alternative options are required to supplementthe current
therapeutic treatment regimes for these conditions.
[0003] Reduction of sympathetic renal nerve activity
(e.g., via denervation), can reverse these processes. Ar-
dian, Inc. has discovered that an energy field, including
and comprising an electric field, can initiate renal neuro-
modulation via denervation caused by irreversible elec-
troporation, electrofusion, apoptosis, necrosis, ablation,
thermal alteration, alteration of gene expression or an-
other suitable modality.

[0004] US 6,171,306 relates to systems and methods
for forming large lesions in body tissue using curvilinear
electrode elements.

[0005] WO 2006/121883 relates to a steerable cathe-
ter for performing a medical procedure adjacent the pul-
monary vein ostia.

[0006] WO 2008/112870 relates to an epicardial abla-
tion catheter and method of use.

[0007] EP1920724relatestoacuttingradiofrequency
catheter for creating fenestrations in graft cloth.

SUMMARY

[0008] Theinventionis definedin claim 1. Methods dis-
closed hereinafter relating to the treatment by surgery or
therapy or diagnostic methods do not form part of the
claimed invention.

[0009] The following summary is provided for the ben-
efit of the reader only, and is not intended to limit the
disclosure in any way. The present application provides
apparatus, systems and methods for achieving thermal-
ly-induced renal neuromodulation by intravascular ac-
cess.

[0010] One aspect of the present application provides
apparatuses, systems, and methods that incorporate a
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treatment device comprising an elongated shaft. The
elongated shaft is sized and configured to deliver a ther-
mal heating element to a renal artery via an intravascular
path that includes a femoral artery, an iliac artery, and
the aorta. Different sections of the elongated shaft serve
different mechanical functions when in use. The sections
are differentiated in terms of their size, configuration, and
mechanical properties for (i) percutaneous introduction
into a femoral artery through a small-diameter access
site; (ii) atraumatic passage through the tortuous intra-
vascular path through an iliac artery, into the aorta, and
into a respective left/right renal artery, including (iii) ac-
commodating significant flexure at the junction of the
left/right renal arteries and aorta to gain entry into the
respective left or right renal artery; (iv) accommodating
controlled translation, deflection, and/or rotation within
the respective renal artery to attain proximity to and a
desired alignment with an interior wall of the respective
renal artery; and (v) allowing the placement of a thermal
heating element into contact with tissue on the interior
wall in an orientation that optimizes the active surface
area of the thermal heating element.

BRIEF DESCRIPTION OF THE DRAWINGS
[0011]

Fig. 1A is an anatomic interior view of a thoracic cav-
ity of a human, with the intestines removed, showing
the kidneys and surrounding structures.

Fig. 1 B in an anatomic view of the urinary system
of a human, of which the kidneys shown in Fig. 1A
form a part.

Figs. 2A, 2B, and 2C are a series of enlarged ana-
tomic views showing various interior regions of a hu-
man kidney.

Fig. 3Ais a conceptual illustration of the sympathetic
nervous system (SNS) and how the brain communi-
cates with the body via the SNS.

Fig. 3B is an enlarged anatomic view of nerves in-
nervating a left kidney to form the renal plexus sur-
rounding the left renal artery.

Figs. 3C and 3D provide anatomic and conceptual
views of a human body, respectively, depicting neu-
ral efferent and afferent communication between the
brain and kidneys

Figs. 4A and 4B are, respectively, anatomic views
of the arterial and venous vasculatures of a human.

Fig. 5 is a perspective view of a system for achieving
intravascular, thermally-induced renal neuromodu-
lation, comprising a treatment device and a genera-
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tor.

Figs. 6A and 6B are anatomic views of the intravas-
cular delivery, deflection and placement of the treat-
ment device shown in Fig. 5 through the femoral ar-
tery and into a renal artery.

Figs. 7A to 7D are a series of views of the elongated
shaft of the treatment device shown in Fig. 5, show-
ing the different mechanical and functional regions
that the elongated shaft incorporates.

Fig. 7E shows an anatomic view of the placement of
the treatment device shown in Fig. 5 within the di-
mensions of the renal artery.

Fig. 8A to 8C show the placement of a thermal heat-
ing element, which is carried at the distal end of the
elongated shaft of the treatment device shown in Fig,
5, into contact with tissue along a renal artery.

Figs. 9A and 9B show placement of the thermal heat-
ing element shown in Figs. 8A to 8C into contact with
tissue along a renal artery and delivery of thermal
treatment to the renal plexus.

Figs. 10A and 10B show a representative embodi-
ment of the force transmitting section of the elongat-
ed shaft of the treatment device shown in Fig. 5.

Figs. 11Ato 11C show a representative embodiment
of the proximal flexure zone of the elongated shaft
of the treatment device shown in Fig. 5.

Figs. 12A to 12D show a representative embodiment
of the intermediate flexure zone of the elongated
shaft of the treatment device shown in Fig. 5.

Figs. 13A to 13C show alternative embodiments of
the intermediate flexure zone of the elongated shaft
of the treatment device shown in Fig. 5.

Figs. 14A to 14C show alternative embodiments of
the intermediate flexure zone of the elongated shaft
of the treatment device shown in Fig. 5.

Figs. 15A to 15C show a representative embodiment
of the distal flexure zone of the elongated shaft of
the treatment device shown in Fig. 5.

Figs. 15D to 15F show multiple planar views of the
bending capability of the distal flexure zone corre-
sponding to the elongated shaft of the treatment de-
vice shown in Fig. 5.

Figs. 15G and 15H show alternative embodiments
of the distal flexure zone corresponding to the elon-
gated shaft of the treatment device shown in Fig. 5.
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Figs. 151 and 15J show an alternative catheter em-
bodiment of the treatment device shown in Fig. 5
comprising an intermediate section comprising an
arch wire.

Figs. 16A and 16B show a representative embodi-
ment of a rotational control mechanism coupled to
the handle of the treatment device shown in Fig. 5.

Figs. 16C and 16D show a handle of the treatment
device shown in Fig. 5 with a rotational control mech-
anism having a rotational limiting element and an
actuator lever.

Figs. 17A and 17B show an alternative representa-
tive embodiment of an elongated shaft for a treat-
ment device like that shown in Fig. 5, showing ex-
amples of the different mechanical and functional
regions that the elongated shaft can incorporate.

Figs. 18A and 18B show another alternative repre-
sentative embodiment of an elongated shaft for a
treatment device like that shown in Fig. 5, showing
examples of the different mechanical and functional
regions that the elongated shaft can incorporate.

Figs. 19A to 19H show the intravascular delivery,
placement, deflection, rotation, retraction, reposi-
tioning and use of a treatment device, like that shown
in Fig. 5, to achieve thermally-induced renal neuro-
modulation from within a renal artery.

Figs. 191 to 19K show the circumferential treatment
effect resulting from intravascular use of a treatment
device, like that shown in Fig. 5.

Fig. 19L shows an alternative intravascular treat-
ment approach using the treatment device shown in
Fig. 5.

Fig. 20 shows an energy delivery algorithm corre-
sponding to the energy generator of the system
shown in Fig. 5.

Fig. 21 shows several components of the system
and treatment device shown in Fig. 5 packaged with-
in a single kit.

Figs. 22A to 22C show fluoroscopic images of the
treatment device shown in Fig. 5 in multiple treat-
ment positions within a renal artery.

DETAILED DESCRIPTION

[0012] Although the disclosure hereof is detailed and
exact to enable those skilled in the art to practice the
disclosed technologies, the physical embodiments here-
in disclosed merely exemplify the various aspects of the
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invention, which may be embodied in other specific struc-
ture. While the preferred embodiment has been de-
scribed, the details may be changed without departing
from the invention, which is defined by the claims.

I. Pertinent Anatomy and Physiology

A. The Kidneys

[0013] Fig. 1A is an anatomic view of the posterior ab-
dominal wall, showing the left and right kidneys, neigh-
boring organs, and major blood vessels. In Fig. 1A, most
ofthe digestive system located within the peritoneum has
been omitted for clarity.

[0014] In humans, the kidneys are located in the pos-
terior part of the abdominal cavity. There are two, one on
each side of the spine. The right kidney sits just below
the diaphragm and posterior to the liver. The left kidney
sits below the diaphragm and posterior to the spleen.
The asymmetry within the abdominal cavity caused by
the liver results in the right kidney being slightly lower
than the left one, while the left kidney is located slightly
more medial.

[0015] Above each kidney is an adrenal gland (also
called the suprarenal gland). The adrenal glands make
hormones, such as (1) cortisol, which is a natural steroid
hormone; (2) aldosterone, which is a hormone that helps
to regulate the body’s water balance; and (3) adrenalin
and noradrenaline.

[0016] The kidneys are complicated organs that have
numerous biological roles.

1. The Blood Filtration Functions

[0017] As Fig. 1B shows, the kidneys are part of the
body system called the urinary system, which comprises
the kidneys, ureters, bladder, and urethra. Generally
speaking, the urinary system filters waste products out
of the blood and makes urine.

[0018] A primary role of the kidneys is to maintain the
homeostatic balance of bodily fluids by filtering and se-
creting metabolites (such as urea) and minerals from the
blood and excreting them, along with water, as urine.
[0019] The kidneys perform this vital function by filter-
ing the blood. The kidneys have a very rich blood supply.
The kidneys receive unfiltered blood directly from the
heart through the abdominal aorta, which branches to
the left and right renal arteries to serve the left and right
kidneys, respectively. Filtered blood then returns by the
left and right renal veins to the inferior vena cava and
then the heart. Renal blood flow accounts for approxi-
mately one quarter of cardiac output.

[0020] Ineachkidney, therenal artery transports blood
with waste products into the respective kidney. As the
blood passes through the kidneys, waste products and
unneeded water and electrolytes are collected and
turned into urine. Filtered blood is returned to the heart
by the renal vein. From the kidneys, the urine drains into
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the bladder down tubes called the ureters (one for each
kidney). Another tube called the urethra carries the urine
from the bladder out of the body.

[0021] AsFigs.2A,2B, and 2C show, inside the kidney,
the blood is filtered through very small networks of tubes
called nephrons (best shown in Fig. 2B). Each kidney
has about 1 million nephrons. As Fig. 2B shows, each
nephron is made up of glomeruli, which are covered by
sacs (called Bowman'’s capsules) and connected to renal
tubules. Inside the nephrons, waste products in the blood
move across from the bloodstream (the capillaries) into
the tubules. As the blood passes through the blood ves-
sels of the nephron, unwanted waste is taken away. Any
chemicals needed by the body are kept or returned to
the bloodstream by the nephrons.

[0022] About seventy-five percent of the constituents
of crude urine and about sixty-six percent of the fluid are
reabsorbed in the first portion of the renal tubules, called
the proximal renal tubules (see Fig. 2B). Readsorption
is completed in the loop of Henle and in the last portion
of the renal tubules, called the distal convoluted tubules,
producing urine. The urine is carried by collecting tubule
of the nephron to the ureter. In this way, the kidneys help
to regulate the levels of chemicals in the blood such as
sodium and potassium, and keep the body healthy.

2. The Physiologic Regulation Functions

[0023] Because the kidneys are poised to sense plas-
ma concentrations of ions such as sodium, potassium,
hydrogen, oxygen, and compounds such as amino acids,
creatinine, bicarbonate, and glucose in the blood, they
are important regulators of blood pressure, glucose me-
tabolism, and erythropoiesis (the process by which red
blood cells are produced).

[0024] The kidney is one of the major organs involved
in whole-body homeostasis. Besides filtering the blood,
the kidneys perform acid-base balance, regulation of
electrolyte concentrations, control of blood volume, and
regulation of blood pressure. The kidneys accomplish
theses homeostatic functions independently and through
coordination with other organs, particularly those of the
endocrine system.

[0025] The kidneys produce and secrete three impor-
tant hormones: (1) erythropoietin (EPO), which tells the
bone marrow to make red blood cells; (2) renin, which
regulates blood pressure; and (3) calcitriol (a form of Vi-
tamin D), which helps the intestine to absorb calcium
from the diet, and so helps to keep the bones healthy.
[0026] Renin is produced by a densely packed areas
of specialized cells, called macula densa, in the region
of juxtaglomerular cells, which line the wall of the distal
convoluted tubule (DCT) (see Fig. 2C). The cells of the
macula densa are sensitive to the ionic content and water
volume of the fluid in the DCT, producing molecular sig-
nals that promote renin secretion by other cells of the
juxtaglomerular cell region. As will be described in great-
er detail later, the release of renin is an essential com-
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ponent of the renin-angiotensin-aldosterone system
(RAAS), which regulates blood pressure and volume.

(i) The Renin-Angiotensin System

[0027] Therenin-angiotensin system (RAS) or the ren-
in-angiotensin-aldosterone system (RAAS) is a hormone
system that regulates blood pressure and water (fluid)
balance.

[0028] When blood pressure is low, the kidneys se-
crete renin, as explained above. Renin stimulates the
production of angiotensin. Angiotensin and its derivatives
cause blood vessels to constrict, resulting in increased
blood pressure. Angiotensin also stimulates the secre-
tion of the hormone aldosterone from the adrenal cortex.
Aldosterone causes the tubules of the kidneys to retain
sodium and water. This increases the volume of fluid in
the body, which also increases blood pressure.

[0029] If the renin-angiotensin-aldosterone system is
too active, blood pressure will be too high. There are
many drugs which interrupt different steps in this system
to lower blood pressure. These drugs are one of the main
ways to control high blood pressure (hypertension), heart
failure, kidney failure, and harmful effects of diabetes.

B. The Sympathetic Nervous System

[0030] The Sympathetic Nervous System (SNS) is a
branch of the autonomic nervous system along with the
enteric nervous system and parasympathetic nervous
system. It is always active at a basal level (called sym-
pathetic tone) and becomes more active during times of
stress. Like other parts of the nervous system, the sym-
pathetic nervous system operates through a series of
interconnected neurons. Sympathetic neurons are fre-
quently considered part of the peripheral nervous system
(PNS), although many lie within the central nervous sys-
tem (CNS). Sympathetic neurons of the spinal cord
(which is part of the CNS) communicate with peripheral
sympathetic neurons via a series of sympathetic ganglia.
Within the ganglia, spinal cord sympathetic neurons join
peripheral sympathetic neurons through synapses. Spi-
nal cord sympathetic neurons are therefore called pres-
ynaptic (or preganglionic) neurons, while peripheral sym-
pathetic neurons are called postsynaptic (or postgangli-
onic) neurons.

[0031] At synapses within the sympathetic ganglia,
preganglionic sympathetic neurons release acetylcho-
line, a chemical messenger that binds and activates nic-
otinic acetylcholine receptors on postganglionic neurons.
In response to this stimulus, postganglionic neurons prin-
cipally release noradrenaline (norepinephrine). Pro-
longed activation can elicit the release of adrenaline from
the adrenal medulla.

[0032] Once released, norepinephrine and epine-
phrine bind adrenergic receptors on peripheral tissues.
Binding to adrenergic receptors causes a neuronal and
hormonal response. The physiologic manifestations in-
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clude pupil dilation, increased heart rate, occasional
vomiting, and increased blood pressure. Increased
sweating is also seen due to binding of cholinergic re-
ceptors of the sweat glands.

[0033] The sympathetic nervous systemisresponsible
for up- and down-regulating many homeostatic mecha-
nisms in living organisms. Fibers from the SNS innervate
tissues in almost every organ system, providing at least
some regulatory function to things as diverse as pupil
diameter, gut motility, and urinary output. This response
is also known as sympatho-adrenal response of the body,
as the preganglionic sympathetic fibers that end in the
adrenal medulla (but also all other sympathetic fibers)
secrete acetylcholine, which activates the secretion of
adrenaline (epinephrine) and to a lesser extent noradren-
aline (norepinephrine). Therefore, this response that acts
primarily on the cardiovascular system is mediated di-
rectly via impulses transmitted through the sympathetic
nervous system and indirectly via catecholamines se-
creted from the adrenal medulla.

[0034] Science typically looks at the SNS as an auto-
matic regulation system, that is, one that operates without
the intervention of conscious thought. Some evolutionary
theorists suggest that the sympathetic nervous system
operated in early organisms to maintain survival as the
sympathetic nervous system is responsible for priming
the body for action. One example of this priming is in the
moments before waking, in which sympathetic outflow
spontaneously increases in preparation for action.

1. The Sympathetic Chain

[0035] As shown in Fig. 3A, the SNS provides a net-
work of nerves that allows the brain to communicate with
the body. Sympathetic nerves originate inside the verte-
bral column, toward the middle of the spinal cord in the
intermediolateral cell column (or lateral horn), beginning
at the first thoracic segment of the spinal cord and are
thoughtto extend to the second or third lumbar segments.
Because its cells begin in the thoracic and lumbar regions
of the spinal cord, the SNS is said to have a thoracolum-
bar outflow. Axons of these nerves leave the spinal cord
through the anterior rootlet/root. They pass near the spi-
nal (sensory) ganglion, where they enter the anterior rami
of the spinal nerves. However, unlike somatic innerva-
tion, they quickly separate out through white rami con-
nectors which connect to the either the paravertebral
(which lie near the vertebral column) or prevertebral
(which lie near the aortic bifurcation) ganglia extending
alongside the spinal column.

[0036] In order to reach the target organs and glands,
the axons must travel long distances in the body, and, to
accomplish this, many axons relay their message to a
second cell through synaptic transmission. The ends of
the axons link across a space, the synapse, to the den-
drites of the second cell. The first cell (the presynaptic
cell) sends a neurotransmitter across the synaptic cleft
where it activates the second cell (the postsynaptic cell).
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The message is then carried to the final destination.
[0037] Inthe SNS and other components of the periph-
eral nervous system, these synapses are made at sites
called ganglia. The cell that sends its fiber is called a
preganglionic cell, while the cell whose fiber leaves the
ganglion is called a postganglionic cell. As mentioned
previously, the preganglionic cells of the SNS are located
between the first thoracic segment and third lumbar seg-
ments of the spinal cord. Postganglionic cells have their
cell bodies in the ganglia and send their axons to target
organs or glands.

[0038] The ganglia include not just the sympathetic
trunks but also the cervical ganglia (superior, middle and
inferior), which sends sympathetic nerve fibers to the
head and thorax organs, and the celiac and mesenteric
ganglia (which send sympathetic fibers to the gut).

2. Innervation of the Kidneys

[0039] As Fig. 3B shows, the kidney is innervated by
the renal plexus (RP), which is intimately associated with
the renal artery. The renal plexus (RP) is an autonomic
plexus that surrounds the renal artery and is embedded
within the adventitia of the renal artery. The renal plexus
extends along the renal artery until it arrives at the sub-
stance ofthe kidney. Fibers contributing to the renal plex-
us arise from the celiac ganglion, the superior mesenteric
ganglion, the aorticorenal ganglion and the aortic plexus.
The renal plexus (RP), also referred to as the renal nerve,
is predominantly comprised of sympathetic components.
There is no (or at least very minimum) parasympathetic
innervation of the kidney.

[0040] Preganglionic neuronal cell bodies are located
in the intermediolateral cell column of the spinal cord.
Preganglionic axons pass through the paravertebral gan-
glia (they do not synapse) to become the lesser splanch-
nic nerve, the least splanchnic nerve, first lumbar
splanchnic nerve, second lumbar splanchnic nerve, and
travel to the celiac ganglion, the superior mesenteric gan-
glion, and the aorticorenal ganglion. Postganglionic neu-
ronal cell bodies exit the celiac ganglion, the superior
mesenteric ganglion, and the aorticorenal ganglion to the
renal plexus (RP) and are distributed to the renal vascu-
lature.

3. Renal Sympathetic Neural Activity

[0041] Messages travel through the SNS in a bidirec-
tional flow. Efferent messages can trigger changes in dif-
ferent parts of the body simultaneously. For example, the
sympathetic nervous system can accelerate heart rate;
widen bronchial passages; decrease motility (move-
ment) of the large intestine; constrict blood vessels; in-
crease peristalsis in the esophagus; cause pupil dilation,
piloerection (goose bumps) and perspiration (sweating);
and raise blood pressure. Afferent messages carry sig-
nals from various organs and sensory receptors in the
body to other organs and, particularly, the brain.
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[0042] Hypertension, heart failure and chronic kidney
disease are a few of many disease states that result from
chronic activation of the SNS, especially the renal sym-
pathetic nervous system. Chronic activation of the SNS
is a maladaptive response that drives the progression of
these disease states. As described above, pharmaceu-
tical management of the renin-angiotensin-aldosterone
system has been the longstanding for reducing over-ac-
tivity of the SNS.

[0043] As mentioned above, the renal sympathetic
nervous system has been identified as a major contrib-
utor to the complex pathophysiology of hypertension,
states of volume overload (such as heart failure), and
progressive renal disease, both experimentally and in
humans. Studies employing radiotracer dilution method-
ology to measure overflow of norepinephrine from the
kidneys to plasma revealed increased renal norepine-
phrine (NE) spillover rates in patients with essential hy-
pertension, particularly so in young hypertensive sub-
jects, which in concert with increased NE spillover from
the heart, is consistent with the hemodynamic profile typ-
ically seen in early hypertension and characterized by an
increased heart rate, cardiac output and renovascular
resistance. It is now known that essential hypertension
is commonly neurogenic, often accompanied by pro-
nounced sympathetic nervous system overactivity.
[0044] Activation of cardiorenal sympathetic nerve ac-
tivity is even more pronounced in heart failure, as dem-
onstrated by an exaggerated increase of NE overflow
from the heart and the kidneys to plasma in this patient
group. In line with this notion is the recent demonstration
of a strong negative predictive value of renal sympathetic
activation on all-cause mortality and heart transplanta-
tion in patients with congestive heart failure, which is in-
dependent of overall sympathetic activity, glomerular fil-
tration rate and left ventricular ejection fraction. These
findings support the notion that treatment regimens that
are designed to reduce renal sympathetic stimulation
have the potential to improve survival in patients with
heart failure.

[0045] Both chronic and end stage renal disease are
characterized by heightened sympathetic nervous acti-
vation. In patients with end stage renal disease plasma
levels of norepinephrine above the median have been
demonstrated to be predictive for both all cause death
and death from cardiovascular disease. This is also true
for patients suffering from diabetic or contrast nephrop-
athy. There is compelling evidence that suggests that
sensory afferent signals originating from the diseased
kidneys are major contributors to initiate and sustain el-
evated central sympathetic outflow in this patient group,
which facilitates the occurrence of the well known ad-
verse consequences of chronic sympathetic overactivity
such as hypertension, left ventricular hypertrophy, ven-
tricular arrhythmias and sudden cardiac death.

[0046] Several forms of "renal injury" can induce acti-
vation of sensory afferent signals. For example, renal
ischemia, reduction in stroke volume or renal blood flow,
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or an abundance of adenosine enzyme may trigger ac-
tivation of afferent neural communication. As shown in
Figures 3C and 3D, this afferent communication might
be from the kidney to the brain or might be from one
kidney to the other kidney. These afferent signals are
centrally integrated and result in increased sympathetic
outflow. This sympathetic drive is directed towards the
kidneys, thereby activating the RAAS and inducing in-
creased renin secretion, sodium retention, volume reten-
tion and vasoconstriction. Central sympathetic overac-
tivity also impacts other organs and bodily structures in-
nervated by sympathetic nerves such as the heart and
the peripheral vasculature, resulting in the described ad-
verse effects of sympathetic activation, several aspects
of which also contribute to the rise in blood pressure.

(i) Renal Sympathetic Efferent Activity

[0047] Sympathetic nerves to the kidneys terminate in
the blood vessels, the juxtaglomerular apparatus and the
renal tubules. Stimulation of the renal sympathetic nerves
causes increased renin release, increased sodium (Na+)
reabsorption and a reduction of renal blood flow. These
components of the neural regulation of renal function are
considerably stimulated in disease states characterized
by heightened sympathetic tone and clearly contribute
to the rise in blood pressure in hypertensive patients. The
reduction of renal blood flow and glomerular filtration rate
as a result of renal sympathetic efferent stimulation is
likely a cornerstone of the loss of renal function in cardio-
renal syndrome, which is renal dysfunction as a progres-
sive complication of chronic heart failure, with a clinical
course that typically fluctuates with the patient’s clinical
status and treatment. Pharmacologic strategies to thwart
the consequences of renal efferent sympathetic stimula-
tion include centrally acting sympatholytic drugs, beta
blockers (intended to reduce renin release), angiotensin
converting enzyme inhibitors and receptor blockers (in-
tended to block the action of angiotensin Il and aldoster-
one activation consequent to renin release) and diuretics
(intended to counter the renal sympathetic mediated so-
dium and water retention). However, the current phar-
macologic strategies have significant limitations includ-
ing limited efficacy, compliance issues, side effects, and
others.

(ii) Renal Sensory Afferent Nerve Activity

[0048] The kidneys communicate with integral struc-
tures in the central nervous system via renal sensory
afferent nerves. Intra-renal pathology, such as ischemia,
hypoxia or other injury, results in an increase in renal
afferent activity. Renal sensory afferent nerve activity di-
rectly influences sympathetic outflow to the kidneys and
other highly innervated organs involved in cardiovascular
control such as the heart and peripheral blood vessels,
by modulating posterior hypothalamic activity.

[0049] The physiology therefore suggests that (i) den-
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ervation of efferent sympathetic nerves will reduce inap-
propriate renin release, salt retention, and reduction of
renal blood flow, and that (ii) denervation of afferent sen-
sory nerves will reduce the systemic contribution to hy-
pertension through its direct effect on the posterior hy-
pothalamus as well as the contralateral kidney. In addi-
tion to the central hypotensive effects of afferent renal
denervation, a desirable reduction of central sympathetic
outflow to various other sympathetically innervated or-
gans such as the heart and the vasculature is anticipated.

C. Additional Clinical Benefits of Renal Denervation

[0050] As provided above, renal denervation is likely
to be valuable in the treatment of several clinical condi-
tions characterized by increased overall and particularly
renal sympathetic activity such as hypertension, meta-
bolic syndrome, diabetes, left ventricular hypertrophy,
chronic and end stage renal disease, inappropriate fluid
retention in heart failure, cardio-renal syndrome and sud-
den death. Since the reduction of afferent neural signals
contributes to the systemic reduction of sympathetic
tone/drive, renal denervation might also be usefulin treat-
ing other conditions associated with systemic sympathet-
ic hyperactivity. Accordingly, renal denervation can also
benefit other organs and bodily structures innervated by
sympathetic nerves, including those identified in Figure
3A. For example, a reduction in central sympathetic drive
may reduce the insulin resistance that afflicts people with
metabolic syndrome and Type |l diabetics. Additionally,
patients with osteoporosis are also sympathetically acti-
vated and might also benefit from the downregulation of
sympathetic drive that accompanies renal denervation.

D. Achieving Intravascular Access to the Renal Artery

[0051] AsFig.4A shows, blood moved by contractions
of the heartis conveyed from the left ventricle of the heart
by the aorta. The aorta descends through the thorax and
branches into the left and right renal arteries (as Fig. 1A
also shows). Below the renal arteries, the aorta bifurcates
at the left and right iliac arteries. The left and right iliac
arteries descend, respectively, through the left and right
legs and join the left and right femoral arteries.

[0052] As Fig. 4B shows, the blood collects in veins
and returns to the heart, through the femoral veins into
the iliac veins and into the inferior vena cava. The inferior
vena cava branches into the left and right renal veins (as
Fig. 1A also shows). Above the renal veins, the inferior
vena cava ascends to convey blood into the right atrium
of the heart. From the right atrium, the blood is pumped
through the right ventricle into the lungs, where it is ox-
ygenated. From the lungs, the oxygenation blood is con-
veyed into the left atrium. From the left atrium, the oxy-
genated blood is conveyed by the left ventricle back to
the aorta.

[0053] As will be described in greater detail later, the
femoral artery can be exposed and cannulated at the
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base of the femoral triangle, just inferior to the midpoint
of the inguinal ligament. A catheter can be inserted
through this access site, percutaneously into the femoral
artery and passed into the iliac artery and aorta, into ei-
ther the left or right renal artery. This comprises an intra-
vascular path that offers minimally invasive access to a
respective renal artery and/or other renal blood vessels.
[0054] The wrist, upper arm, and shoulder region pro-
vide other locations for introduction of catheters into the
arterial system. Catheterization of either the radial, bra-
chial, or axillary artery may be utilized in select cases.
Catheters introduced via these access points may be
passed through the subclavian artery on the left side (or
via the subclavian and brachiocephalic arteries on the
right side), through the aortic arch, down the descending
aorta and into the renal arteries using standard angio-
graphic technique.

Il. Apparatus, Systems and Methods for Achieving Intra-
vascular, Thermally Induced Renal Neuromodulation

A. Overview

[0055] Fig. 5 shows a system 10 for thermally inducing
neuromodulation of a left and/or right renal plexus (RP)
through intravascular access.

[0056] Asjustdescribed, theleftand/orrightrenal plex-
us (RP) surrounds the respective left and/or right renal
artery. The renal plexus (RP) extends in intimate asso-
ciation with the respective renal artery into the substance
of the kidney. The system thermally induces neuromod-
ulation of a renal plexus (RP) by intravascular access
into the respective left or right renal artery.

[0057] The system 10 includes an intravascular treat-
ment device 12. The treatment device 12 provides ac-
cess to the renal plexus (RP) through an intravascular
path 14 that leads to a respective renal artery, as Fig. 6A
shows.

[0058] As Fig. 5 shows, the treatment device 12 in-
cludes an elongated shaft 16 having a proximal end re-
gion 18 and a distal end region 20.

[0059] The proximal end region 18 of the elongated
shaft 16 includes a handle 22. The handle 22 is sized
and configured to be securely held and manipulated by
a caregiver (not shown) outside an intravascular path 14
(this is shown in Fig. 6A). By manipulating the handle 22
from outside the intravascular path 14, the caregiver can
advance the elongated shaft 16 through the tortuous in-
travascular path 14. Image guidance, e.g., CT, radio-
graphic, or another suitable guidance modality, or com-
binations thereof, can be used to aid the caregiver's ma-
nipulation.

[0060] As shown in Fig. 6B, the distal end region 20 of
the elongated shaft 16 can flex in a substantial fashion
to gain entrance into a respective left/right renal artery
by manipulation of the elongated shaft 16. As shown in
Figs. 19A and 19B, the distal end region 20 of the elon-
gated shaft 16 can gain entrance to the renal artery via

10

15

20

25

30

35

40

45

50

55

passage within a guide catheter 94. The distal end region
20 of the elongated shaft 16 carries at least one thermal
element 24 (e.g., thermal heating element). The thermal
heating element 24 is also specially sized and configured
for manipulation and use within a renal artery.

[0061] As Fig. 6B shows (and as will be described in
greater detail later), once entrance to a renal artery is
gained, further manipulation of the distal end region 20
and the thermal heating element 24 within the respective
renal artery establishes proximity to and alignment be-
tween the thermal heating element 24 and tissue along
an interior wall of the respective renal artery. In some
embodiments, manipulation of the distal end region 20
will also facilitate contact between the thermal heating
element 24 and wall of the renal artery.

[0062] As will also be described in greater detail later,
different sections of the elongated shaft 16 serve different
mechanical functions when in use. The sections are
thereby desirably differentiated in terms of their size, con-
figuration, and mechanical properties for (i) percutane-
ous introduction into a femoral artery through a small-
diameter access site; (ii) atraumatic passage through the
tortuous intravascular path 14 through aniliac artery, into
the aorta, and into a respective left/right renal artery, in-
cluding (iii) significant flexure near the junction of the
left/right renal arteries and aorta to gain entry into the
respective left or right renal artery; (iv) controlled trans-
lation, deflection, and/or rotation within the respective re-
nal artery to attain proximity to and a desired alignment
with an interior wall of the respective renal artery; and (v)
the placement of a thermal heating element 24 into con-
tact with tissue on the interior wall.

[0063] Referring back to Fig. 5, the system 10 also in-
cludes a thermal generator 26 (e.g., a thermal energy
generator). Under the control of the caregiver or auto-
mated control algorithm 102 (as willbe described in great-
er detail later), the generator 26 generates a selected
form and magnitude of thermal energy. A cable 28 oper-
atively attached to the handle 22 electrically connects
the thermal heating element 24 to the generator 26. At
least one supply wire (not shown) passing along the elon-
gated shaft 16 or through a lumen in the elongated shaft
16 from the handle 22 to the thermal heating element 24
conveys the treatment energy to the thermal heating el-
ement 24. A foot pedal 100 is electrically connected to
the generator 26 to allow the operatortoinitiate, terminate
and, optionally, adjust various operational characteristics
of the generator, including, power delivery. For systems
that provide for the delivery of a monopolar electric field
via the thermal heating element 24, a neutral or disper-
sive electrode 38 can be electrically connected to the
generator 26. Additionally, a sensor (not shown), such
as a temperature (e.g., thermocouple, thermistor, etc.)
or impedance sensor, can be located proximate to or
within the thermal heating element and connected to one
or more of the supply wires. With two supply wires, one
wire could convey the energy to the thermal heating el-
ement and one wire could transmit the signal from the
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sensor. Alternatively, both wires could transmit energy
to the thermal heating element.

[0064] Once proximity to, alignment with, and contact
between the thermal heating element 24 and tissue are
established within the respective renal artery (as Fig. 6B
shows), the purposeful application of energy from the
generator 26 to tissue by the thermal heating element 24
induces one or more desired thermal heating effects on
localized regions of the renal artery and adjacent regions
of the renal plexus (RP), which lay intimately within or
adjacent to the adventitia of the renal artery. The pur-
poseful application of the thermal heating effects can
achieve neuromodulation along all or a portion of the RP.
[0065] The thermal heating effects can include both
thermal ablation and non-ablative thermal alteration or
damage (e.g., via sustained heating and/or resistive
heating). Desired thermal heating effects may include
raising the temperature of target neural fibers above a
desired threshold to achieve non-ablative thermal alter-
ation, or above a higher temperature to achieve ablative
thermal alteration. For example, the target temperature
can be above body temperature (e.g., approximately
37°C) but less than about 45°C for non-ablative thermal
alteration, or the target temperature can be about 45°C
or higher for the ablative thermal alteration.

[0066] Further details of special size, configuration,
and mechanical properties of the elongated shaft 16 and
the thermal heating element 24, as well as other aspects
of the system 10 will now be described. In still other em-
bodiments, the system 10 may have a different configu-
ration and/or include different features. For example,
multi-thermal heating element devices, such as multi-
electrode baskets or other balloon expandable devices
may be implemented to intravascularly deliver neuro-
modulatory treatment with or without contact the vessel
wall.

B. Size and Configiuration of the Elongated Shaft for
Achieving Intravascular Access to a Renal Artery

[0067] As explained above, intravascular access to an
interior of a renal artery can be achieved through the
femoral artery. As Fig. 6B shows, the elongated shaft 16
is specially sized and configured to accommodate pas-
sage through this intravascular path 14, which leads from
a percutaneous access site in the femoral artery to a
targeted treatment site within a renal artery. In this way,
the caregiveris able to orient the thermal heating element
24 within the renal artery for its intended purpose.

[0068] For practical purposes, the maximum outer di-
mension (e.g., diameter) of any section of the elongated
shaft 16, including the thermal heating element 24 it car-
ries, is dictated by the inner diameter of the guide catheter
through which the elongated shaft 16 is passed. Assum-
ing, for example, that an 8 French guide catheter (which
has an inner diameter of approximately 0.091 inches)
would likely be, from a clinical perspective, the largest
guide catheter used to access the renal artery, and al-
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lowing for areasonable clearance tolerance between the
thermal heating element 24 and the guide catheter, the
maximum outer dimension can be realistically expressed
as being less than or equal to approximately 0.085 inch-
es. However, use of a smaller 5 French guide catheter
94 may require the use of smaller outer diameters along
the elongated shaft 16. For example, a thermal heating
element 24 that is to be routed within a 5 French guide
catheter would have an outer dimension of no greater
than 0.053 inches. In another example, a thermal heating
element 24 that is to be routed within a 6 French guide
catheter would have an outer dimension of no great than
0.070 inches.

1. Proximal Force Transmitting Section

[0069] As Fig. 7A shows, the proximal end region 18
of the elongated shaft 16 includes, coupled to the handle
22, aforce transmitting section 30. The force transmitting
section 30 is sized and configured to possess selected
mechanical properties that accommodate physical pas-
sage through and the transmission of forces within the
intravascular path 14, as it leads from the accessed fem-
oral artery (left or right), through the respective iliac
branch artery and into the aorta, and in proximity to the
targeted renal artery (left or right). The mechanical prop-
erties of the force transmitting section 30 include at least
a preferred effective length (expressed in inches or cen-
timeters).

[0070] AsFig. 7A shows, the force transmitting section
30includes a preferred effective length L1. The preferred
effective length L1 is a function of the anatomic distance
within the intravascular path 14 between the access site
and a location just proximate to the junction of the aorta
and renal arteries. The preferred effective length L1 can
be derived from textbooks of human anatomy, augment-
ed by a caregiver’s knowledge of the targeted site gen-
erally or as derived from prior analysis of the particular
morphology of the targeted site. The preferred effective
length L1 is also dependent on the length of the guide
catheter that is used, if any. In a representative embod-
iment, for a normal human, the preferred effective length
L1 comprises about 30 cm to about 110 cm. If no guide
catheter is used, then the preferred effective length L1
comprises about 30 cm to about 35 cm. If a 55 cm length
guide catheter is used, then the preferred effective length
L1 comprises about 65 cm to about 70 cm. If a 90 cm
length guide catheter is used, then the preferred effective
length L1 comprises about 95 cm to about 105 cm.
[0071] The force transmitting section 30 also includes
a preferred axial stiffness and a preferred torsional stiff-
ness. The preferred axial stiffness expresses the capa-
bility of the force transmitting section 30 to be advanced
or withdrawn along the length of the intravascular path
14 without buckling or substantial deformation. Since
some axial deformation is necessary for the force trans-
mitting section 30 to navigate the tortuous intravascular
path 14 without providing too much resistance, the pre-
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ferred axial stiffness of the force transmitting section
should also provide this capability. The preferred torsion-
al stiffness expresses the capability of the force trans-
mitting section 30 to rotate the elongated shaft 16 about
its longitudinal axis along its length without kinking or
permanent deformation. As will be described in greater
detail later, the ability to advance and retract, as well as
rotate, the distal end region 20 of the elongated shaft 16
within the respective renal artery is desirable.

[0072] The desired magnitude of axial stiffness and ro-
tational stiffness for the force transmitting section 30 can
be obtained by selection of constituent material or mate-
rials to provide a desired elastic modulus (expressed in
terms, e.g., of a Young’s Modulus (E)) indicative of axial
and torsional stiffnesses, as well as selecting the con-
struct and configuration of the force transmitted section
in terms of, e.g., its interior diameter, outer diameter, wall
thickness, and structural features, including cross-sec-
tional dimensions and geometry. Representative exam-
ples are described in greater detail below.

2. Proximal Flexure Zone

[0073] As Figs. 7A and 7B show, the distal end region
20 of the elongated shaft 16 is coupled to the force trans-
mitting section 30. The length L1 of the force transmitting
section 30 generally serves to bring the distal end region
20 into the vicinity of the junction of the respective renal
artery and aorta (as Fig. 6B shows). The axial stiffness
and torsional stiffness of the force transmitting region
transfer axial and rotation forces from the handle 22 to
the distal end region 20, as will be described in greater
detail later.

[0074] As shown in Fig. 7B, the distal end region 20
includes a first or proximal flexure zone 32 proximate to
the force transmitting section 30. The proximal flexure
zone 32is sized and configured to have mechanical prop-
erties that accommodate significant flexure or bending
at a prescribed preferred access angle a1 and provide
for the transmission of torque during rotation, without
fracture, collapse, substantial distortion, or significant
twisting of the elongated shaft 16. The proximal flexure
zone 32 should accommodate flexure sufficient for the
distal end region 20 to advance via a guide catheter into
the renal artery without substantially straightening out
the guide catheter.

[0075] Angle a1 is defined by the angular deviation
that the treatment device 12 must navigate to transition
from the aorta (along which the force transmitting section
30 is aligned) and the targeted renal artery (along which
the distal end region 20 is aligned) (this is also shown in
Fig. 6B). This is the angle that the proximal flexure zone
32 must approximate to align the distal end region 20 of
the elongated shaft 16 with the targeted renal artery,
while the force transmitting section 30 of the elongated
shaft 16 remains aligned with the native axis of the aorta
(as Fig. 6B shows). The more tortuous a vessel, the great-
er bend the proximal flexure zone 32 will need to make
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for the distal end region of the treatment device to access
the renal artery and the smaller the angle a1.

[0076] The proximal flexure zone 32 is sized and con-
figured to possess mechanical properties thataccommo-
date significant, abrupt flexure or bending at the access
angle a1 near the junction of the aorta and the renal ar-
tery. Due to its size, configuration, and mechanical prop-
erties, the proximal flexure zone 32 must resolve these
flexure or bending forces without fracture, collapse, dis-
tortion, or significant twisting. The resolution of these flex-
ure or bending forces by the proximal flexure zone 32
makes it possible for the distal end region 20 of the elon-
gated shaft 16 to gain entry along the intravascular path
14 into a targeted left or right renal artery.

[0077] The proximal flexure zone 32 is sized and con-
figured in length L2 to be less than length L1 (see Fig.
7A). That is because the distance between the femoral
access site and the junction of the aorta and renal artery
(typically approximating about 40 cm to about 55 cm) is
generally greater than the length of a renal artery be-
tween the aorta and the most distal treatment site along
the length of the renal artery, which is typically about 4
cm to about 6 cm. The preferred effective length L2 can
be derived from textbooks of human anatomy, augment-
ed with a caregiver’s knowledge of the site generally or
as derived from prior analysis of the particular morphol-
ogy of the targeted site.

[0078] Desirably, the length L2 is selected to make it
possible to rest a portion of the proximal flexure zone 32
partially in the aorta at or near the length L1, as well as
rest the remaining portion of the proximal flexure zone
32 partially within the renal artery (as Fig. 6B shows). In
this way, the proximal flexure zone 32 defines a transi-
tional bend that is supported and stable within the vas-
culature.

[0079] As will be described in greater detail later, and
as shown in Fig. 6B, the length L2 of the proximal flexure
zone 32 desirably does not extend the full length of the
targeted length of the renal artery. That is because the
distal end region 20 of the elongated shaft 16 desirably
includes one or more additional flexure zones, distal to
the proximal flexure zone 32 (toward the substance of
the kidney), to accommodate other different functions im-
portant to the therapeutic objectives of the treatment de-
vice 12. As will be described later, the ability to transmit
torque through the proximal flexure zone 32 makes it
possible to rotate the thermal heating device to properly
position the thermal heating element within the renal ar-
tery for treatment.

[0080] Interms of axial and torsional stiffness, the me-
chanical properties of proximal flexure zone 32 can and
desirably do differ from the mechanical properties of the
force transmitting section 30. This is because the proxi-
mal flexure zone 32 and the force transmitting region
serve different functions while in use. Alternatively, the
mechanical properties of proximal flexure zone 32 and
force transmitting section 30 can be similar.

[0081] The force transmitting section 30 serves in use
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to transmit axial load and torque over a relatively long
length (L1) within the vascular pathway. In contrast, the
proximal flexure zone 32 needs to transmit axial load and
torque over a lesser length L2 proximate to or within a
respective renal artery. Importantly, the proximal flexure
zone 32 must abruptly conform to an access angle o1
near the junction of the aorta and the respective renal
artery, without fracture, collapse, substantial distortion,
or significant twisting. This is a function that the force
transmitting zone need not perform. Accordingly, the
proximal flexure zone 32 is sized and configured to be
less stiff and to possess greater flexibility than the force
transmitting section 30.

[0082] The desired magnitude of axial stiffness, rota-
tional stiffness, and flexibility for the proximal flexure zone
32 can be obtained by selection of constituent material
or materials to provide a desired elastic modulus (ex-
pressed, e.g., in terms of a Young’s Modulus (E)) indic-
ative of flexibility, as well as selecting the construct and
configuration of the force transmitting section, e.g., in
terms of its interior diameter, outer diameter, wall thick-
ness, and structural features, including cross-sectional
dimensions and geometry. Representative examples will
be described in greater detail later.

[0083] Although it is desirable that the force transmit-
ting section 30 and the proximal flexure zone 32 have
stiffness and flexibility properties that are unique to their
respective functions, it is possible that the force trans-
mitting section 30 and the proximal flexure zone 32 com-
prise the same materials, size and geometric configura-
tion such that the force transmitting section 30 and the
proximal flexure zone 32 constitute the same section.

3. Intermediate Flexure Zone

[0084] AsshowninFigs.7A, 7B, and 7C, the distal end
region 20 of the elongated shaft 16 may also include,
distal to the proximal flexure zone 32, a second or inter-
mediate flexure zone 34. The thermal heating element
24 may be supported by the intermediate flexure zone 34.
[0085] The intermediate flexure zone 34 is sized, con-
figured, and has the mechanical properties that accom-
modate additional flexure or bending, independent of the
proximal flexure zone 32, at a preferred contact angle
a2, without fracture, collapse, substantial distortion, or
significant twisting. The intermediate flexure zone 34
should also accommodate flexure sufficient for the distal
end region 20 to advance via a guide catheter into the
renal artery without straightening out the guide catheter.
[0086] The preferred contact angle o2 is defined by
the angle through which the thermal heating element 24
can be radially deflected within the renal artery to estab-
lish contact between the thermal heating element 24 and
an inner wall of the respective renal artery (as Fig. 6B
shows). The size of the contact angle a2 and the inter-
mediate flexure zone length L3 are based on the native
inside diameter of the respective renal artery where the
thermal heating element 24 rests, which may vary be-
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tween about 2 mm and about 10 mm. It is most common
for the diameter of the renal artery to vary between about
3 mm and about 7 mm.

[0087] The intermediate flexure zone 34 extends from
the proximal flexure zone 32 for a length L3 into the tar-
geted renal artery (see Fig. 6B). Desirably, the length L3
is selected, taking into account the length L2 of the prox-
imal flexure zone 32 that extends into the renal artery,
as well as the anatomy of the respective renal artery, to
actively place the thermal heating element 24 (carried at
the end of the distal end region 20) at or near the targeted
treatment site (as Fig. 6B shows). The length L3 can be
derived, taking the length L2 into account, from textbooks
of human anatomy, together with a caregiver’'s knowl-
edge of the site generally or as derived from prior analysis
of the particular morphology of the targeted site. In arep-
resentative embodiment, L2 is about 9 cm and L3 is about
5 mm to about 15 mm. In certain embodiments, particu-
larly for treatments in relatively long blood vessels, L3
can be as long as about20 mm. In another representative
embodiment, and as described later in greater detail, L3
is about 12.5 mm.

[0088] AsFig. 7A shows, the intermediate flexure zone
34 is desirably sized and configured in length L3 to be
less than length L2. This is because, in terms of length,
the distance required for actively deflecting the thermal
heating element 24 into contact with a wall of the renal
artery is significantly less than the distance required for
bending the elongated shaft 16 to gain access from the
aorta into the renal artery. Thus, the length of the renal
arteryis occupied in large part by the intermediate flexure
zone 34 and not as much by the proximal flexure zone 32.
[0089] As Fig. 7C shows, having proximal and inter-
mediate flexure zones 32 and 34, the distal end region
20 of the elongated shaft 16 can, in use, be placed into
a complex, multi-bend structure 36. The complex, multi-
bend structure 36 comprises one deflection region at the
access angle a1 over a length L2 (the proximal flexure
zone 32) and a second deflection region at the contact
angle a2 over a length L3 (the intermediate flexure zone
34). Inthe complex, multi-bend, both L2 and L3 and angle
a1 and angle a2 can differ. This is because the angle a1
and length L2 are specially sized and configured to gain
access from an aorta into a respective renal artery
through a femoral artery access point, and the angle 0.2
and length L3 are specially sized and configured to align
a thermal heating element 24 with an interior wall inside
the renal artery.

[0090] In the illustrated embodiment (see, e.g., Fig.
7C), the intermediate flexure zone 34 is sized and con-
figured to allow a caregiver to remotely deflect the inter-
mediate flexure zone 34 within the renal artery, to radially
position the thermal heating element 24 into contact with
an inner wall of the renal artery.

[0091] In the illustrated embodiment, a control mech-
anismis coupled to the intermediate flexure zone 34. The
control mechanism includes a control wire 40 attached
to the distal end of the intermediate flexure zone 34 (a
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representative embodiment is shown in Figs. 12B and
12C and will be described in greater detail later). The
control wire 40 is passed proximally through the elongat-
ed shaft 16 and coupled to an actuator 42 on the handle
22. Operation of the actuator 42 (e.g., by the caregiver
pulling proximally on or pushing forward the actuator 42)
pulls the control wire 40 back to apply a compressive and
bending force to the intermediate flexure zone 34 (as
Figs. 7C and 12C show) resulting in bending. The com-
pressive force in combination with the optional direction-
ally biased stiffness (described further below) of the in-
termediate flexure zone 34 deflects the intermediate flex-
ure zone 34 and, thereby, radially moves the thermal
heating element 24 toward an interior wall of the renal
artery (as Fig. 6B shows).

[0092] Desirably, as will be described in greater detail
later, the distal end region 20 of the elongated shaft 16
can be sized and configured to vary the stiffness of the
intermediate flexure zone 34 about its circumference.
The variable circumferential stiffness imparts preferential
and directional bending to the intermediate flexure zone
34 (i.e., directionally biased stiffness). In response to op-
eration of the actuator 42, the intermediate flexure zone
34 may be configured to bend in a single preferential
direction. Representative embodiments exemplifying
this feature will be described in greater detail later.
[0093] The compressive and bending force and result-
ing directional bending from the deflection of the inter-
mediate flexure zone 34 has the consequence of altering
the axial stiffness of the intermediate flexure zone. The
actuation of the control wire 40 serves to increase the
axial stiffness of the intermediate flexure zone.

[0094] In terms of axial and torsional stiffnesses, the
mechanical properties of intermediate flexure zone 34
can and desirably do differ from the mechanical proper-
ties of the proximal flexure zone 32. This is because the
proximal flexure zone 32 and the intermediate flexure
zone 34 serve different functions while in use.

[0095] The proximal flexure zone 32 transmits axial
load and torque over a longer length (L2) than the inter-
mediate flexure zone 34 (L3). Importantly, the interme-
diate flexure zone 34 is also sized and configured to be
deflected remotely within the renal artery by the caregiv-
er. In this arrangement, less resistance to deflection is
desirable. This is a function that the proximal flexure zone
32 need not perform. Accordingly, the intermediate flex-
ure zone 34 is desirably sized and configured to be less
stiff (when the control wire 40 is not actuated) and, im-
portantly, to possess greater flexibility than the proximal
flexure zone 32 in at least one plane of motion.

[0096] Still, because the intermediate flexure zone 34,
being distal to the proximal flexure zone 32, precedes
the proximal flexure zone 32 through the access angle
access angle a1, the intermediate flexure zone 34 also
includes mechanical properties that accommodate its
flexure or bending atthe preferred access angle a1, with-
outfracture, collapse, substantial distortion, or significant
twisting of the elongated shaft 16.
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[0097] The desired magnitude of axial stiffness, rota-
tional stiffness, and flexibility for the intermediate flexure
zone 34 can be obtained by selection of constituent ma-
terial or materials to provide a desired elastic modulus
(expressed, e.g., in terms of a Young’s Modulus (E)) in-
dicative of flexibility, as well as by selecting the construct
and configuration of the intermediate flexure zone 34,
e.g., in terms of its interior diameter, outer diameter, wall
thickness, and structural features, including cross-sec-
tional dimensions and geometry. Representative exam-
ples will be described in greater detail later. Axial stiff-
ness, torsional stiffness, and flexibility are properties that
can be measured and characterized in conventional
ways.

[0098] As before described, both the proximal and in-
termediate flexure zones 32 and 34 desirably include the
mechanical properties of axial stiffness sufficient to trans-
mit to the thermal heating element 24 an axial locating
force. By pulling back on the handle 22, axial forces are
transmitted by the force transmitting section 30 and the
proximal and intermediate flexure zones 32 and 34 to
retract the thermal heating element 24 in a proximal di-
rection (away from the kidney) within the renal artery.
Likewise, by pushing forward on the handle 22, axial forc-
es are transmitted by the force transmitting section 30
and the proximal and intermediate flexure zones 32 and
34 to advance the thermal heating element 24 in a distal
direction (toward the kidney) within the renal artery. Thus,
proximal retraction of the distal end region 20 and thermal
heating element 24 within the renal artery can be accom-
plished by the caregiver by manipulating the handle 22
or shaft from outside the intravascular path 14.

[0099] As before described, both the proximal and in-
termediate flexure zones 32 and 34 also desirably include
torsional strength properties that will allow the transmis-
sion of sufficient rotational torque to rotate the distal end
region 20 of the treatment device 12 such that the thermal
heating element 24 is alongside the circumference of the
blood vessel wall when the intermediate flexure zone 34
is deflected. By pulling or pushing on the actuator to de-
flectthe thermal heating element 24 such that it achieves
vessel wall contact, and then rotating the force transmit-
ting section 30 and, with it, the first and intermediate flex-
ure zones 32 and 34, the thermal heating element 24 can
be rotated in a circumferential path within the renal artery.
As described later, this rotating feature enables the clin-
ical operator to maintain vessel wall contact as the ther-
mal heating element 24 is being relocated to another
treatment site. By maintaining wall contact in between
treatments, the clinical operator is able to achieve wall
contact in subsequent treatments with higher certainty in
orientations with poor visualization.

4. Distal Flexure Zone

[0100] As Figs. 7A, 7B, 7C, and 7D, the distal end re-
gion 20 of the elongated shaft 16 can also include, distal
tothe intermediate flexure zone 34, a third or distal flexure
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zone 44. In this arrangement, the length L3 of the inter-
mediate flexure zone 34 may be shortened by a length
L4, which comprises the length of the distal flexure zone
44. In this arrangement, the thermal heating element 24
is carried at the end of the distal flexure zone 44. In effect
the distal flexure zone 44 buttresses the thermal heating
element 24 at the distal end of distal end region 20.
[0101] As Fig. 7D shows, the distal flexure zone 44 is
sized, configured, and has the mechanical properties that
accommodate additional flexure or bending, independ-
ent of the proximal flexure zone 32 and the intermediate
flexure zone 34, at a preferred treatment angle a.3. The
distal flexure zone 44 should also accommodate flexure
sufficient for the distal end region 20 to advance via a
guide catheter into the renal artery without straightening
out the guide catheter or causing injury to the blood ves-
sel. The treatment angle o3 provides for significant flex-
ure about the axis of the distal end region 20 (a repre-
sentative embodiment is shown in Fig. 15C). Not under
the direct control of the physician, flexure at the distal
flexure zone occurs in response to contact between the
thermal heating element 24 and wall tissue occasioned
by the radial deflection of the thermal heating element
24 at the intermediate flexure zone 34 (see Fig. 6B). Pas-
sive deflection of the distal flexure zone provides the clin-
ical operator with visual feedback via fluoroscopy or other
angiographic guidance of vessel wall contact. Addition-
ally, the distal flexure zone desirably orients the region
of tissue contact along a side of the thermal heating el-
ement 24, thereby increasing the area of contact. The
distal flexure zone 44 also biases the thermal heating
element 24 against tissue, thereby stabilizing the thermal
heating element 24.

[0102] The function of the distal flexure zone 44 pro-
vides additional benefits to the therapy. As actuation of
the control wire 40 increases the axial stiffness of the
intermediate flexure zone 34, the distal flexure zone ef-
fectively reduces the contact force between the thermal
heating element 24 and the vessel wall. By relieving or
reducing this contact force, the distal flexure zone mini-
mizes the chance of mechanical injury to the vessel wall
and avoids excessive contact between the thermal heat-
ing element and vessel wall (see discussion of active
surface area).

[0103] As Fig. 7A shows, the distal flexure zone 44 is
desirably sized and configured in length L4 to be less
than length L3. This is because, in terms of length, the
distance required for orienting and stabilizing the thermal
heating element 24 in contact with a wall of the renal
artery is significantly less than the distance required for
radially deflecting the thermal heating element 24 within
the renal artery. In some embodiments, length L4 can be
as long as about 1 cm. In other embodiments, the length
L4 is from about 2 mm to about 5 mm. In a preferred
embodiment, the length L4 is about 5 mm. In other em-
bodiments, the length L4 is about 2 mm.

[0104] Themechanical properties ofdistal flexure zone
44 and the intermediate flexure zone 34 in terms of axial

10

15

20

25

30

35

40

45

50

55

13

stiffness, torsional stiffness, and flexibility can be com-
parable. However, the distal flexure zone 44 can be sized
and configured to be less stiff and, importantly, to pos-
sess greater flexibility than the intermediate flexure zone
34.

[0105] In the embodiment just described (and as
shown in Fig. 7D), the distal end region 20 may comprise
a proximal flexure zone 32, a intermediate flexure zone
34, and a distal flexure zone 44. The proximal, interme-
diate and distal flexure zones function independent from
each other, so that the distal end region 20 of the elon-
gated shaft 16 can, in use, be placed into a more com-
pound, complex, multi-bend structure 36. The com-
pound, complex, multi-bend structure 36 comprises a
proximal deflection region at the access angle a1 over a
length L2 (the proximal flexure zone 32); an intermediate
deflection region at the contact angle a2 over a length
L3 (the intermediate flexure zone 34); and a distal de-
flection region at the treatment angle a3 over a length
L4 (the distal flexure zone 44). In the compound, com-
plex, multi-bend structure 36, all lengths L2, L3, and L3
and all angles a1, a2, and a3 can differ. This is because
the angle a1 and length L2 are specially sized and con-
figured to gain access from an aorta into a respective
renal artery through a femoral artery access point; the
angle a2 and length L3 are specially sized and configured
to align a thermal heating element 24 element with an
interior wall inside the renal artery; and the angle a3 and
length L4 are specially sized and configured to optimize
surface contact between tissue and the thermal heating
element/heat transfer element.

C. Size and Configuration of the Thermal Heating Ele-
ment for Achieving Neuromodulation in a Renal Artery

[0106] As described in US2007/0129720, it is desira-
ble to create multiple focal lesions that are circumferen-
tially spaced along the longitudinal axis of the renal artery.
This treatment approach avoids the creation of a full-
circle lesion, thereby mitigating and reducing the risk of
vessel stenosis, while still providing the opportunity to
circumferentially treat the renal plexus, which is distrib-
uted about the renal artery. It is desirable for each lesion
to cover at least 10% of the vessel circumference to in-
crease the probability of affecting the renal plexus. How-
ever, itis important that each lesion not be too large (e.g.,
> 60% of vessel circumference) lest the risk of a stenotic
effect increases (or other undesirable healing responses
such as thrombus formation or collateral damage). It is
also important that each lesion be sufficiently deep to
penetrate into and beyond the adventitia to thereby affect
the renal plexus.

[0107] As described (and as Fig. 8A shows), the ther-
mal heating element 24 is sized and configured, in use,
to contact an internal wall of the renal artery. In the illus-
trated embodiment (see Fig. 8A), the thermal heating el-
ement 24 takes the form of an electrode 46 sized and
configured to apply an electrical field comprising radiof-
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requency (RF) energy from the generator 26 to a vessel
wall. In the illustrated embodiment, the electrode 46 is
operated in a monopolar or unipolar mode. In this ar-
rangement, a return path for the applied RF electric field
is established, e.g., by an external dispersive electrode
(notshown), also called anindifferent electrode or neutral
electrode. The monopolar application of RF electric field
energy serves to ohmically or resistively heat tissue in
the vicinity of the electrode 46. The application of the RF
electrical field thermally injures tissue. The treatment ob-
jective is to thermally induce neuromodulation (e.g.,
necrosis, thermal alteration or ablation) in the targeted
neural fibers. The thermal injury forms a lesion in the
vessel wall, which is shown, e.g., in Fig. 9B.

[0108] The active surface area of contact (ASA) be-
tween the thermal heating element 24 or electrode 46
and the vessel wall has great bearing on the efficiency
and control of the transfer of a thermal energy field across
the vessel wall to thermally affect targeted neural fibers
in the renal plexus (RP). The active surface area of the
thermal heating element 24 and electrode 46 is defined
as the energy transmitting area of the element 24 or elec-
trode 46 that can be placed in intimate contact against
tissue. Too much contact between the thermal heating
element and the vessel wall may create unduly high tem-
peratures at or around the interface between the tissue
and the thermal heating element, thereby creating ex-
cessive heat generation at this interface. This excessive
heatcan create a lesion thatis circumferentially too large.
This can also lead to undesirable thermal damage at the
vessel wall. In addition to potentially causing stenotic in-
jury, this undesirable thermal damage can cause tissue
desiccation (i.e., dehydration) which reduces the thermal
conductivity of the tissue, thereby potentially creating a
lesion that is too shallow to reach the neural fibers. Too
little contact between the thermal heating element and
the vessel wall may result in superficial heating of the
vessel wall, thereby creating a lesion that is too small
(e.g., <10% of vessel circumference) and/or too shallow.
[0109] While the active surface area (ASA) of the ther-
mal heating element 24 and electrode 46 is important to
creating lesions of desirable size and depth, the ratio
between the active surface area (ASA) and total surface
area (TSA) of the thermal heating element 24 and elec-
trode 46 is also important. The ASA to TSA ratio influ-
ences lesion formation in two ways: (1) the degree of
resistive heating via the electric field, and (2) the effects
of blood flow or other convective cooling elements such
as injected saline. As discussed above, the RF electric
field causes lesion formation via resistive heating of tis-
sue exposed to the electric field. The higher the ASA to
TSA ratio (i.e., the greater the contact between the elec-
trode and tissue), the greater the resistive heating. As
discussed in greater detail below, the flow of blood over
the exposed portion of the electrode (TSA - ASA) pro-
vides conductive and convective cooling of the electrode,
thereby carrying excess thermal energy away from the
interface between the vessel wall and electrode. If the
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ratio of ASA to TSAis too high (e.g., 50%), resistive heat-
ing of the tissue can be too aggressive and not enough
excess thermal energy is being carried away, resulting
in excessive heat generation and increased potential for
stenotic injury, thrombus formation and undesirable le-
sion size. If the ratio of ASAto TSA s too low (e.g., 10%),
then there is too little resistive heating of tissue, thereby
resulting in superficial heating and smaller and shallower
lesions.

[0110] Various size constraints for the thermal heating
element 24 may be imposed for clinical reasons by the
maximum desired dimensions of the guide catheter as
well as by the size and anatomy of the renal artery itself.
Typically, the maximum outer diameter (or cross-section-
al dimension for non-circular cross-section) of the elec-
trode 46 comprises the largest diameter encountered
along the length of the elongated shaft 16 distal to the
handle 22. Thus, the outer diameters of the force trans-
mitting section 30 and proximal, intermediate and distal
flexure zones 32, 34, and 44 are equal to or (desirably)
less than the maximum outer diameter of the electrode
46.

[0111] In a representative embodiment shown in Fig.
8A, the electrode 46 takes the form of a right circular
cylinder, possessing a length L5 that is greater than its
diameter. The electrode 46 further desirably includes a
distal region that is rounded to form an atraumatic end
surface 48. In the representative embodiment shown in
Fig. 8B, the electrode 46 is spherical in shape. The spher-
ical shape, too, presents an atraumatic surface to the
tissue interface.

[0112] As shown in Figs. 8A and 8B, the angle .3 and
length L4 of the distal flexure zone 44 are specially sized
and configured, given the TSA of the respective elec-
trode, to optimize an active surface area of contact be-
tween tissue and the respective electrode 46 (ASA). The
angle a3 and the length L4 of the distal flexure zone 44
make it possible to desirably lay at least a side quadrant
50 of the electrode 46 against tissue (see Fig. 8C). The
active surface area of the electrode 46 contacting tissue
(ASA) can therefore be expressed ASA > 0.25 TSA and
ASA <0.50 TSA.

[0113] The above ASA-TSA relationship applies to the
power delivery algorithm described in US2009062873.
An ASA to TSA ratio of over 50% may be effective with
a reduced power delivery profile. Alternatively, a higher
ASA to TSA ratio can be compensated for by increasing
the convective cooling of the electrode that is exposed
to blood flow. As discussed further below, this could be
achieved by injecting cooling fluids such as chilled saline
over the electrode and into the blood stream.

[0114] The stiffnesses of each of the intermediate and
distal flexure zones 34 and 44 are also selected to apply
viathe electrode a stabilizing force that positions the elec-
trode 46 in substantially secure contact with the vessel
wall tissue. This stabilizing force also influences the
amount of wall contact achieved by the thermal heating
element (i.e., the ASA to TSA ratio). With greater stabi-
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lizing force, the thermal heating element has more wall
contact and with less stabilizing force, less wall contact
is achieved. Additional advantages of the stabilizing force
include, (1) softening the contact force between the distal
end 20 and vessel wall to minimize risk of mechanical
injury to vessel wall, (2) consistent positioning of the elec-
trode 46 flat against the vessel wall, and (3) stabilizing
the electrode 46 against the vessel wall. The stabilizing
force also allows the electrode to return to a neutral po-
sition after the electrode is removed from contact with
the wall.

[0115] As previously discussed, for clinical reasons,
the maximum outer diameter (or cross-sectional dimen-
sion) of the electrode 46 is constrained by the maximum
inner diameter of the guide catheter through which the
elongated shaft 16 is to be passed through the intravas-
cular path 14. Assuming that an 8 French guide catheter
94 (which has an inner diameter of approximately 0.091
inches) is, from a clinical perspective, the largest desired
catheter to be used to access the renal artery, and allow-
ing for a reasonable clearance tolerances between the
electrode 46 and the guide catheter, the maximum diam-
eter of the electrode 46 is constrained to about 0.085
inches. In the event a 6 French guide catheter is used
instead of an 8 French guide catheter, then the maximum
diameter of the electrode 46 is constrained to about 0.070
inches. In the event a 5 French guide catheter is used,
then maximum diameter of the electrode 46 is con-
strained to about 0.053 inches. Based upon these con-
straints and the aforementioned power delivery consid-
erations, the electrode 46 desirably has an outer diam-
eter of from about 0.049 to about 0.051 inches.

[0116] While it may be possible to provide a catheter
apparatus or device having multiple electrodes at or prox-
imate to the distal end of the apparatus, it is desirable for
the catheter apparatus described herein to have only a
single electrode at or proximate to the distal end. There
are several reasons why a single electrode apparatus
may have clinical and/or functional benefits over a mul-
tiple electrode apparatus. For example, as indicated be-
low, an electrode with a relatively large surface area may
create larger, more effective lesions viaincreased energy
delivery and higher power since blood flow carries away
excess heat and effectively cools the electrode. As dis-
cussed above, the maximum diameter/crossing profile
of the electrode is constrained by the inner diameter of
the guide catheter through which the electrode is deliv-
ered. It would be difficult for a multiple electrode appa-
ratus to have electrodes that are as large as a single
electrode at the distal end of the apparatus since the
crossing profile of the multiple electrodes would have to
take into account the diameter of the apparatus shaft.
Attempts to design an apparatus having multiple elec-
trodes that individually approach the surface area of a
single electrode atthe distal end are expected to increase
complexity and cost. Additionally, multiple electrode ar-
rangements can also increase stiffness of the apparatus,
which may not only compromise the deliverability of the
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apparatus, but also increase risk of injury to the blood
vessels. For example, a catheter apparatus that is too
stiff would not be able to make the significant bend that
is necessary to access a renal artery from the abdominal
aorta.

[0117] Notonly may delivery to and through a tortuous
blood vessel, such as a renal artery, be difficult with a
multiple electrode apparatus, but placement and use
within a tortuous blood vessel may also be challenging.
Since vascular anatomy may vary significantly because
of tortuosity and the unpredictable location of vessel
branches and vessel disease (e.g., atherosclerosis) suc-
cessful delivery and placement of an apparatus can be
very complicated with multiple electrodes. Additionally,
it would be very difficult to ensure proper wall contact for
all electrodes due to the variable anatomy of the vessel
where treatmentis to be administered. Although sensors
and software could be developed and implemented to
address some of these issues, it would increase the cost
of the system and increase complexity for the user.
Hence, a single electrode apparatus such as that de-
scribed herein may be more effective than a multiple elec-
trode apparatus, particularly in tortuous blood vessels
where there is a high degree of anatomic variability.

D. Applying Energy to Tissue Via the Thermal Heating
Element

[0118] Referring back to Fig. 5, in the illustrated em-
bodiment, the generator 26 may supply to the electrode
46 a pulsed or continuous RF electric field. Although a
continuous delivery of RF energy is desirable, the appli-
cation of thermal energy in pulses may allow the appli-
cation of relatively higher energy levels (e.g., higher pow-
er), longer or shorter total duration times, and/or better
controlled intravascular renal neuromodulation therapy.
Pulsed energy may also allow for the use of a smaller
electrode.

[0119] Thethermaltherapy may be monitored and con-
trolled, for example, via data collected with thermocou-
ples, impedance sensors, pressure sensors, optical sen-
sors or other sensors 52 (see Fig. 9A), which may be
incorporated into or on electrode 46 or in/on adjacent
areas on the distal end region 20. Additionally or alter-
natively, various microsensors can be used to acquire
data corresponding to the thermal heating element, the
vessel wall and/or the blood flowing across the thermal
heating element. For example, arrays of micro thermo-
couples and/or impedance sensors can be implemented
to acquire data along the thermal heating element or oth-
er parts of the treatment device. Sensor data can be ac-
quired or monitored prior to, simultaneous with, or after
the delivery of energy or in between pulses of energy,
when applicable. The monitored data may be used in a
feedbackloop to better control therapy, e.g., to determine
whether to continue or stop treatment, and it may facilitate
controlled delivery of an increased or reduced power or
a longer or shorter duration therapy.
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[0120] Non-target tissue may be protected by blood
flow (F) within the respective renal artery as a conductive
and/or convective heat sink that carries away excess
thermal energy. For example (as Figs. 9A and 9B show),
since blood flow (F) is not blocked by the elongated shaft
16 and the electrode 46 it carries, the native circulation
of blood in the respective renal artery serves to remove
excess thermal energy from the non-target tissue and
the thermal heating element. The removal of excess ther-
mal energy by blood flow also allows for treatments of
higher power, where more energy can be delivered to
the target tissue as thermal energy is carried away from
the electrode and non-target tissue. In this way, intravas-
cularly-delivered thermal energy heats target neural fib-
ers located proximate to the vessel wall to modulate the
target neural fibers, while blood flow (F) within the re-
spective renal artery protects non-targettissue of the ves-
sel wall from excessive or undesirable thermal injury.
When energy is delivered in pulses, the time interval be-
tween delivery of thermal energy pulses may facilitate
additional convective or other cooling of the non-target
tissue of the vessel wall compared to applying an equiv-
alent magnitude or duration of continuous thermal ener-
9y.

[0121] Inaddition, or as an alternative, to utilizing blood
flow (F) as a heat sink, a thermal fluid may be injected,
infused, or otherwise delivered into the vessel to remove
excess thermal energy and protect the non-target tis-
sues. The thermal fluid may, for example, comprise a
saline or other biocompatible fluid. The thermal fluid may,
for example, be injected through the treatment device 12
via an infusion lumen and/or port (not shown) or through
a guide catheter at a location upstream from an energy
delivery element, or at other locations relative to the tis-
sue for which protection is sought. The use of a thermal
fluid may allow for the delivery of increased/higher power,
smaller electrode size and/or reduced treatment time.
[0122] Although many of the embodiments described
herein pertain to electrical systems configured for the de-
livery of RF energy, it is contemplated that the desired
treatment can be can be accomplished by other means,
e.g., by coherent or incoherent light; heated or cooled
fluid; microwave; ultrasound (including high intensity fo-
cused ultrasound); diode laser; a tissue heating fluid; or
cryogenic fluid.

Ill. Representative Embodiments

A. First Representative Embodiment (Proximal, Interme-
diate, and Distal Flexure Zones with Distally Carried
Thermal Heating Element 24)

[0123] Figs. 10A to 15H show a representative embod-
iment of an elongated shaft 16 that includes a proximal
force transmitting section 30, as well as proximal, inter-
mediate and distal flexure zones 32, 34, and 44, having
the physical and mechanical features described above.
In this embodiment, the thermal heating element 24 is
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carried distally of the distal flexure zone 44 (see, e.g.,
Fig. 11A).

1. Force Transmitting Section

[0124] Intheillustrated embodiment, as shown in Figs.
10A and 10B, the proximal force transmitting section 30
comprises a first elongated and desirably tubular struc-
ture, which can take the form of, e.g., afirst tubular struc-
ture 54. The first tubular structure 54 is desirably a hypo
tube that is made of a metal material, e.g. of stainless
steel, or a shape memory alloy, e.g., nickel titanium
(a.k.a., nitinol or NiTi), to possess the requisite axial stiff-
ness and torsional stiffness, as already described, for the
force transmitting section 30. As already described, the
force transmitting section 30 comprises the most stiff sec-
tion along the elongated shaft 16, to facilitate axially
movement of the elongated shaft 16, as well as rotational
manipulation of the elongated shaft 16 within the intra-
vascular path 14. Alternatively, the first tubular structure
54 may comprise a hollow coil, hollow cable, solid cable
(w/ embedded wires), braided shaft, etc.

[0125] The stiffness is a function of material selection
as well as structural features such as interior diameter,
outside diameter, wall thickness, geometry and other fea-
tures that are made by micro-engineering, machining,
cutting and/or skiving the hypo tube material to provide
the desired axial and torsional stiffness characteristics.
For example, the elongated shaft can be a hypo tube that
is laser cut to various shapes and cross-sectional ge-
ometries to achieve the desired functional properties.
[0126] When the firsttubular structure 54 is made from
an electrically conductive metal material, the first tubular
structure 54 includes a sheath 56 or covering made from
an electrically insulating polymer material or materials,
which is placed over the outer diameter of the underlying
tubular structure. The polymer material can also be se-
lected to possess a desired durometer (expressing a de-
gree of stiffness or lack thereof) to contribute to the de-
sired overall stiffness of the first tubular structure 54. Can-
didate materials for the polymer material include polyeth-
ylene terephthalate (PET); Pebax® material; nylon; poly-
urethane, Grilamid® material or combinations thereof.
The polymer material can be laminated, dip-coated,
spray-coated, or otherwise deposited/attached to the
outer diameter of the tube.

2. Proximal Flexure Zone

[0127] As Figs.11A, 11B, and 11C show, the proximal
flexure zone 32 comprises a second elongated and de-
sirably tubular structure, which can take the form of, e.g.,
a second tubular structure 58. The second tubular struc-
ture 58 can be made from the same or different material
as the first tubular structure 54. The axial stiffness and
torsional stiffness of the second tubular structure 58 pos-
sesses the requisite axial stiffness and torsional stiffness,
as already described, for the proximal flexure zone 32.
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As already described, the proximal flexure zone 32 may
be less stiff and more flexible than the force transmitting
section 30, to navigate the severe bend at and prior to
the junction of the aorta and respective renal artery. The
second tubular structure is desirably a hypo tube, but can
alternatively comprise a hollow coil, hollow cable, braided
shaft, etc.

[0128] It may be desirable for the first and second tu-
bular structures 54 and 58 to share the same material.
In this event, the form and physical features of the second
tubular structure 58 may be altered, compared to the first
tubular structure 54, to achieve the desired stiffness and
flexibility differences. For example, the interior diameter,
outside diameter, wall thickness, and other engineered
features of the second tubular structure 58 can be tailored
to provide the desired axial and torsional stiffness and
flexibility characteristics. For example, the second tubu-
lar structure 58 can be laser cut along its length to provide
a bendable, spring-like structure. Depending on the ease
of manufacturability the first and second tubular struc-
tures may be produced from the same piece of material
or from two separate pieces. In the event the first tubular
structure and second tubular structure are not of the
same material, the outside diameter ofthe second tubular
structure 58 can be less than the outer diameter of first
tubular structure 54 (or have a smaller wall thickness) to
create the desired differentiation in stiffness between the
first and second tubular structures 54 and 58.

[0129] When the second tubular structure 58 is made
froman electrically conductive metal material, the second
tubular structure 58, like the first tubular structure 54,
includes a sheath 60 (see Figs. 11B and 11C) or covering
made from an electrically insulating polymer material or
materials, as already described. The sheath 60 or cov-
ering can also be selected to possess a desired durom-
eter to contribute to the desired differentiation in stiffness
and flexibility between the first and second tubular struc-
tures 58.

[0130] The second tubular structure 58 can comprise
a different material than the first tubular structure 54 to
impart the desired differentiation in stiffness and flexibility
between the first and second tubular structures 58. For
example, the second tubular structure 58 can comprise
a cobalt-chromium-nickel alloy, instead of stainless steel.
Alternatively, the second tubular structure 58 can com-
prise a less rigid polymer, braid-reinforced shaft, nitinol
or hollow cable-like structure. In addition to material se-
lection, the desired differentiation in stiffness and overall
flexibility can be achieved by selection of the interior di-
ameter, outside diameter, wall thickness, and other en-
gineered features of the second tubular structure 58, as
already described. Further, a sheath 60 or covering made
from an electrically insulating polymer material, as above
described, can also be placed over the outer diameter of
the second tubular structure 58 to impart the desired dif-
ferentiation between the first and second tubular struc-
tures 54 and 58.
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3. Intermediate Flexure Zone

[0131] As Figs. 12A, 12B, 12C, and 12D show, the in-
termediate flexure zone 34 comprises a third elongated
and desirably tubular structure, which can take the form
of, e.g., a third tubular structure 62. The third tubular
structure 62 can be made from the same or different ma-
terial as the first and/or second tubular structures 54 and
58. The axial stiffness and torsional stiffness of the third
tubular structure 62 possesses the requisite axial stiff-
ness and torsional stiffness, as already described, for the
intermediate flexure zone 34. As already described, the
intermediate flexure zone 34 may be less stiff and more
flexible than the proximal flexure zone 32, to facilitate
controlled deflection of the intermediate flexure zone 34
within the respective renal artery.

[0132] Ifthe second and third tubular structures 58 and
62 share the same material, the form and physical fea-
tures of the third tubular structure 62 are altered, com-
pared to the second tubular structure 58, to achieve the
desired stiffness and flexibility differences. For example,
the interior diameter, outside diameter, wall thickness,
and other engineered features of the third tubular struc-
ture 62 can be tailored to provide the desired axial and
torsional stiffness and flexibility characteristics. For ex-
ample, the third tubular structure 62 can be laser cut
along its length to provide a more bendable, more spring-
like structure than the second tubular structure 58.
[0133] When the third tubular structure 62 is made from
an electrically conductive metal material, the third tubular
structure 62 also includes a sheath 64 (see Figs. 12B,
12C, and 12D) or covering made from an electrically in-
sulating polymer material or materials, as already de-
scried. The sheath 64 or covering can also be selected
to possess a desired durometer to contribute to the de-
sired differentiation in stiffness and flexibility between the
second and third tubular structure 62s.

[0134] The third tubular structure 62 can comprise a
different material than the second tubular structure to im-
part the desired differentiation in stiffness and flexibility
between the second and third tubular structures 62. For
example, the third tubular structure 62 can include a Niti-
nol material, to impart the desired differentiation in stiff-
ness between the second and third tubular structures 58
and 62. In addition to material selection, the desired dif-
ferentiation in stiffness and overall flexibility can be
achieved by selection of the interior diameter, outside
diameter, wall thickness, and other engineered features
of the third tubular structure 62, as already described.
[0135] For example, in diameter, the outside diameter
of the third tubular structure 62 is desirably less than the
outer diameter of second tubular structure 58. Reduction
of outside diameter or wall thickness influences the de-
sired differentiation in stiffness between the second and
third tubular structures 58 and 62.

[0136] As discussed in greater detail above, preferen-
tial deflection of the intermediate flexure zone is desira-
ble. This can be achieved by making the third tubular
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structure 62 less stiff in the desired direction of deflection
and/or more stiff opposite the direction of deflection. For
example, as shown in Figs. 12B and 12C, the third tubular
structure 62 (unlike the second tubular structure 58) can
include a laser-cut pattern that includes a spine 66 with
connecting ribs 68. The pattern biases the deflection of
the third tubular structure 62, in response to pulling on
the control wire 40 coupled to the distal end of the third
tubular structure 62, toward a desired direction. The con-
trol wire 40 is attached to a distal end of the intermediate
flexure zone with solder 130. The benéefits of preferential
deflection within a renal artery have already been de-
scribed.

[0137] AsalsoshowninFig. 12D, a flat ribbon material
70 (e.g., Nitinol, stainless steel, or spring stainless steel)
can be attached to the third tubular structure 62. When
the pulling force is removed from the control wire 40, the
flat ribbon, which serves to reinforce the deflectable third
tubular structure 62, will straighten out the deflectable
third tubular structure 62.

[0138] Further, a sheath 72 (see Figs. 12B, 12C, and
12D) or covering made from an electrically insulating pol-
ymer material, as above described, and having a desired
durometer can also be placed over the outer diameter of
the second tubular structure 58 to impart the desired dif-
ferentiation between the first and second tubular struc-
tures 54 and 58.

[0139] Preferential deflection from reduced stiffness in
the direction of deflection, as described above, can be
achieved in a number of additional ways. For example,
as Fig. 13B and 13C show, the third tubular structure 62
can comprise a tubular polymer or metal/polymer com-
posite having segments with different stiffnesses D1 and
D2, in which D1>D2 (that is, the segment with D1 is me-
chanically stiffer than the segment with D2. The third tu-
bular structure 62 can also take the form of an oval, or
rectangular, or flattened metal coil or polymer having seg-
ments with different stiffnesses D1 and D2, in which
D1>D2 (as shown in Fig. 13C). In either arrangement,
the segment having the lower stiffness D2 is oriented on
the third tubular structure 62 on the same side as the
actuator wire is attached.

[0140] Alternatively, as Figs. 14B and 14C show, the
third tubular structure 62 can comprise an eccentric pol-
ymer or metal/polymer composite, which can be braided
or coiled. The third tubular structure 62 can also take the
form of an eccentric oval, or rectangular, or flattened met-
al coil or polymer (as Fig. 14C shows). In either arrange-
ment, the thinner wall segment 76 (less stiff) is oriented
on the third tubular structure 62 on the same side as the
actuator wire attached.

4. Distal Flexure Zone

[0141] Asshownin Figs. 15A to 15H, the distal flexure
zone 44 comprises a spring-like flexible tubular structure
74. The flexible structure 74 can comprise a metal, a
polymer, or ametal/polymer composite. The material and
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physical features of the flexible structure 74 are selected
so that the axial stiffness and torsional stiffness of the
flexible structure 74 is not greater than the axial stiffness
and torsional stiffness of the third tubular structure 62.
The overall flexibility of the flexible structure 74 is at least
equal to and desirably greater than the flexibility of third
tubular structure 62 when the third tubular structure has
not been deflected by the control wire 40.

[0142] As shown in Fig. 15B, the thermal heating ele-
ment 24 is carried at the distal end of the flexible structure
74 for placement in contact with tissue along a vessel
wall of a respective renal artery.

[0143] The material selected for the flexible structure
74 can be radiopaque or non-radiopaque. Desirably, the
flexible member includes a radiopaque material, e.g.,
stainless steel, platinum, platinum iridium, or gold, to en-
able visualization and image guidance. Alternatively, a
non-radiopaque material can be used that is doped with
a radiopaque substance, such as barium sulfate.
[0144] The configuration of the flexible structure 74 can
vary. For example, in the embodiment depicted in Figs.
15B and 15C, the flexible structure 74 comprises a thread
104 encased in or covered with a polymer coating or
wrapping 110. The thread 104 is routed through a prox-
imal anchor 108, which is attached to the distal end of
the intermediate flexure zone 34, and a distal anchor 106,
which is fixed within or integrated into the heating element
24/electrode 46 using solder. Although various types of
materials can be used to construct the aforementioned
structures, in order to have a flexible structure 74 that
securely connects to the intermediate flexure zone 34
and the thermal heating element 24, it is desirable for
thread 104 to be comprised of Kevlar or similar polymer
thread and for the proximal anchor 108 and distal anchor
106 to be comprised of stainless steel. While the coating
110 can be comprised of any electrically insulative ma-
terial, and particularly those listed later with respect to
sheath 80, is desirable for the structures of the flexible
structure 74 to be encased/coated/covered by a low-du-
rometer polymer such as carbothane laminate 110. As
shown in Fig. 15C, one or more supply wires 112 may
run alongside or within the flexible structure 74. As pre-
viously mentioned these wires may provide the thermal
heating element 24 with electrical current/energy from
the generator 26 and also convey data signals acquired
by sensor 52. Also as previously mentioned and depicted
in Fig. 15C, the control wire 40 from the handle actuator
42 can be formed into the proximal anchor 108 and at-
tached to the elongated shaft using solder 130.

[0145] One advantage of the above-described config-
uration of the flexible structure 74 is that the flexible struc-
ture 74 creates a region of electrical isolation between
the thermal heating element and the rest of the elongated
shaft. Both the Kevlar thread 104 and laminate 110 are
electrically insulative, thereby providing the supply
wire(s) 112 as the sole means for electrical connectivity.
[0146] As shownin Figs. 15D through 15F, the flexible
structure 74 allows considerable passive deflection of
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the distal flexure zone 44 when the thermal heating ele-
ment 24 is putinto contact with the vessel wall. As already
described, this flexibility has several potential benefits.
The size and configuration of the flexible structure 74
enables the thermal heating element to deflect in many
directions because the distal flexure zone may bend by
angle @ in any plane through the axis of the distal end
region. For treatments within a peripheral blood vessel
such as the renal artery, it is desirable that angle ® <90
degrees.

[0147] In alternative embodiments for the distal flexure
zone 44, the flexible structure 74 can take the form of a
tubular metal coil, cable, braid or polymer, as Fig. 15H
shows. Alternatively, the flexible structure 74 can take
the form of an oval, or rectangular, or flattened metal coil
or polymer, as Fig. 15G shows. In alternate embodi-
ments, the flexible structure 74 may comprise other me-
chanical structures or systems that allow the thermal
heating element 24 to pivot in at least one plane of move-
ment. For example, the flexible structure 74 may com-
prise a hinge or ball/socket combination.

[0148] The flexible structure 74 as a part of the distal
flexure zone can be coupled to the intermediate flexure
zone as describe above. Alternatively, in embodiments
that do not provide an intermediate flexure zone, the dis-
tal flexure zone can be coupled to the proximal flexure
zone. Still alternatively, the distal flexure zone can be
coupled to an intermediate section comprising an arch
wire as described in co-pending patent application Ser.
No. 12/159,3086, filed June 26, 2008, which is incorporat-
ed herein in its entirety. For example, Figs. 151 and 15J
provide a catheter comprising a shaft 16 and a distal end
region 20, wherein the distal end region 20 comprises an
intermediate section 34, a distal flexure zone 44 and a
thermal heating element 24. More specifically, the cath-
eter may comprise an intermediate section comprising
an arch wire 114, a distal flexure zone comprising a flex-
ible structure, and a thermal heating element comprising
an electrode 46, wherein the flexible structure is coupled
to the arch wire and electrode.

[0149] If the flexible member comprises, in whole or in
part, an electrically conductive material, the distal flexure
zone 44 desirably includes an outer sheath 80 (see Figs.
15G and 15H) or covering over the flexible structure 74
made from an electrically insulating polymer material.
The polymer material also possesses a desired durom-
eter for flexibility of the flexible member (e.g., 25D to
55D).

[0150] Candidate materials for the polymer material in-
clude polyethylene terephthalate (PET); Pebax; poly-
urethane; urethane, carbothane, tecothane, low density
polyethylene (LDPE); silicone; or combinations thereof.
The polymer material can be laminated, dip-coated,
spray-coated, or otherwise deposited/applied over the
flexible structure 74. Alternatively, a thin film of the pol-
ymer material (e.g., PTFE) can be wrapped about the
flexible structure 74. Alternatively, the flexible structure
74 canbeinherently insulated, and notrequire a separate
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sheath 56 or covering. For example, the flexible member
can comprise a polymer-coated coiled wire.

5. Rotation Controller

[0151] As will be discussed later in greater detalil, it is
desirable to rotate the device within the renal artery after
the thermal heating element is in contact the vessel wall.
However, it may be cumbersome and awkward for a clin-
ical practitioner to rotate the entire handle at the proximal
end of the device, particularly given the dimensions of
the renal anatomy. In one representative embodiment,
as shown in Figs. 16A and 16B, the proximal end of the
shaft 16 is coupled to the handle 22 by a rotating fitting 82.
[0152] The rotating fitting 82 is mounted by a tab 84
(see Fig. 16B) carried in a circumferential channel 86
formed on the distal end of the handle 22. The rotating
fitting 82 can thus be rotated at the distal end of the handle
22 independent of rotation of the handle 22.

[0153] The proximal end of the force transmitting sec-
tion 30 is attached to a stationary coupling 88 on the
rotating fitting 82. Rotation of the rotating fitting 82 (as
Fig. 16A shows) thereby rotates the force transmitting
section 30, and, with it, the entire elongated shaft 16,
without rotation of the handle 22. As Fig. 16A shows, a
caregiver is thereby able to hold the proximal portion of
the handle 22 rotationally stationary in one hand and,
with the same or different hand, apply a torsional force
to the rotating fitting 82 to rotate the elongated shaft 16.
This allows the actuator to remain easily accessed for
controlled deflection.

[0154] Since there are cables and wires running from
the handle through the shaft of the device (e.g., actuation
wire/cable, electrical transmission wire(s), thermocouple
wire(s), etc.), it is desirable to limit rotation of the shaft
relative to these wires in order to avoid unnecessary en-
tanglement and twisting of these wires. The handle em-
bodiment depicted in Fig. 16C provides a rotational lim-
iting element to address this need. In this embodiment,
the rotating fitting 82 includes an axial groove 116 and
the distal portion of the handle 22 comprises a fitting in-
terface 118 having a helical channel 120. A ball 122 com-
prising stainless steel or another metal or a polymer is
placed within the fitting interface 118 so that it, upon ro-
tation of the fitting, may simultaneously travel within the
helical channel 120 of the fitting interface 118 and along
the axial groove 116 of the fitting. When the ball 122
reaches the end of the channel and/or groove, the ball
will no longer move and, consequently, the fitting will not
be able to rotate any further in that direction. The rota-
tional fitting 82 and handle fitting interface 118 can be
configured to allow for the optimal number of revolutions
for the shaft, given structural or dimensional constraints
(e.g., wires). For example, the components of the handle
could be configured to allow for two revolutions of the
shaft independent of the handle.

[0155] As has been described and will be described in
greater detail later, by intravascular access, the caregiver
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can manipulate the handle 22 to locate the distal end
region 20 of the elongated shaft 16 within the respective
renal artery. The caregiver can then operate the actuator
42 on the handle 22 (see Fig. 16A) to deflect the thermal
heating element 24 about the intermediate flexure zone
34. The caregiver can then operate the rotating fitting 82
on the handle 22 (see Figs. 16A and 16D) to apply a
rotational force along the elongated shaft 16. The rotation
of the elongated shaft 16 when the intermediate flexure
zone 34 is deflected within the respective renal artery
rotates the thermal heating element 24 within the respec-
tive renal artery, making it easier to achieve contact with
the vessel wall and determine whether there is wall con-
tact, particularly in planes where there is poor angio-
graphic visualization.

[0156] Inan additional aspect of the disclosed technol-
ogy, the handle 22 may be configured to minimize oper-
ator/caregiver handling of the device while it is within the
patient. As shown in Fig. 16D, the handle also comprises
a lower surface 132 that substantially conforms to the
surface beneath (e.g., operating table). This lower sur-
face 132, which is shown to be substantially flat in Fig.
16D, can alternatively be curved, shaped or angled de-
pending on the configuration and/or geometry of the be-
neath surface. The conforming lower surface 132 ena-
bles the clinical operator to keep the handle 22 stable
when the treatment device 12 is within the patient. In
order to rotate the device when it is inside the patient,
the operator can simply dial the rotating fitting 82 without
any need to lift the handle. When the operator desires to
retract the device for subsequent treatments, the opera-
tor can simply slide the handle along the beneath surface
to the next position. Again, this mitigates the risk of injury
due to operator error or over handling of the treatment
device. Additionally or alternatively, the lower surface can
engage the surface underneath using clips, texture, ad-
hesive, etc.

[0157] Additional enhancements to the rotation mech-
anism disclosed herein include providing tactile and/or
visual feedback on the rotational fitting so that the oper-
ator can exercise greater control and care in rotating the
device. The rotating fitting 82 can also be selectively
locked to the interface, thereby preventing further rota-
tion, if the operator wishes to hold the treatment device
in a particular angular position. Another potential en-
hancement includes providing distance markers along
the shaft/handle to enable the operator to gage distance
when retracting the treatment device.

B. Second Representative Embodiment (Distal Flexure
Zone Comprises a Flexible Active Electrode)

[0158] Figs. 17A and 17B show a representative em-
bodiment of an elongated shaft 16 that includes a prox-
imal force transmitting section 30, proximal flexure zone
32, intermediate flexure zone 34, and a distal flexure zone
44. In this embodiment, the materials, size, and config-
uration of the proximal force transmitting section 30, prox-
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imal flexure zone 32, and intermediate flexure zone 34
are comparable to the respective counterparts described
in the first representative embodiment.

[0159] In this embodiment, however, the distal flexure
zone 44 is sized and configured to itself serve as an ac-
tive, flexible electrode 90. In diameter, the active, flexible
electrode 90 is sized and configured to be equal to or
greater than the intermediate flexure zone 34. The total
surface area TSA of the active, flexible electrode 90 is
thereby increased, so that the possible active surface
area of the electrode 46 is increased as well.

[0160] Also, in this arrangement, the entire length of
the active flexible electrode 90 shares the flexibility prop-
erties of the distal flexure zone 44, as previously de-
scribed. Materials are selected that, in addition to impart-
ing the desired flexibility, are electrically conductive as
well. The active electrode 90 is thereby flexible enough
along its entire length to conform closely against the ves-
sel wall, thereby further increasing the possible active
surface area of the electrode. The active flexible elec-
trode 90 may also more readily deflect away from the
vessel wall when engaging the vessel wall head-on, to
thereby minimize the forces exerted against the vessel
wall as the electrode 90 is placed into side-onrelationship
with the vessel wall. The active, flexible electrode 90 can
thereby be considered more atraumatic.

[0161] In the illustrated embodiment, the active, flexi-
ble electrode 90 further desirably includes a distal region
that is tapered to form a blunt, atraumatic end surface
48. The end surface 48 can be formed from metal mate-
rials by laser, resistive welding, or machining techniques.
The end surface 48 can also be formed from polymer
materials by bonding, lamination, or insert molding tech-
niques.

C. Third Representative Embodiment (Distal flexure
zone Includes Substantially Spherical Active Electrode)

[0162] Figs. 18A and 18B show a representative em-
bodiment of an elongated shaft 16 that includes a prox-
imal force transmitting section 30, proximal flexure zone
32, and a intermediate flexure zone 34, and a distal flex-
ure zone 44. In this embodiment, the materials, size, and
configuration of the proximal force transmitting section
30, proximal flexure zone 32, and intermediate flexure
zone 34 are comparable to the respective counterparts
in the first and second embodiments.

[0163] In this embodiment, however, the distal flexure
zone 44 is sized and configured to carry a substantially
spherical or cylindrical active electrode 92 at a location
more proximally spaced from its distal end. In this em-
bodiment, the distal flexure zone 44 shares the flexibility
characteristics of the distal flexure zone 44, as previously
described. In diameter, however, the distal flexure zone
44 is sized and configured to be approximately equal to
the intermediate flexure zone 34. In diameter, the spher-
ical active electrode 92 is sized to be larger than the di-
ameter of the distal flexure zone 44. Therefore, flexure
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of the distal flexure zone 44 can place the spherical elec-
trode 92 into contact with a greater tissue area, thereby
increasing the active surface area (ASA) of the electrode.
[0164] In the illustrated embodiment, the distal flexure
zone 44 desirably includes a distal region that is tapered
to form a blunt, atraumatic end surface 48. The end sur-
face 48 can be formed from metal materials by laser,
resistive welding, or machining techniques. The end sur-
face 48 can also be formed from polymer materials by
bonding, lamination, or insert molding techniques.
[0165] The spherical electrode 92 can be attached to
the distal flexure zone 44 e.g., by spot welding, laser
welding, or soldering techniques. The placement of the
spherical electrode 92 along the length of the distal flex-
ure zone 44 can vary. It can be placed, e.g., in the ap-
proximate mid-region of the distal flexure zone 44, or
closer to the distal end than the proximal end, or vice
versa.

IV. Use of the System

A. Intravascular Delivery, Deflection and Placement of
the Treatment Device

[0166] Any one of the embodiments of the treatment
devices 12 described herein can be delivered over a
guide wire using conventional over-the-wire techniques.
When delivered in this manner (not shown), the elongat-
ed shaft 16 includes a passage or lumen accommodating
passage of a guide wire.

[0167] Alternatively, any one of the treatment devices
12 described herein can be deployed using a conven-
tional guide catheter or pre-curved renal guide catheter
94.

[0168] When using a guide catheter 94 (see Fig. 6A),
the femoral artery is exposed and cannulated at the base
of the femoral triangle, using conventional techniques.
In one exemplary approach, a guide wire (not shown) is
inserted through the access site and passed usingimage
guidance through the femoral artery, into the iliac artery
and aorta, and into either the left or right renal artery. A
guide catheter can be passed over the guide wire into
the accessed renal artery. The guide wire is then re-
moved. Alternatively, a renal guide catheter (shown in
Fig. 19A), which is specifically shaped and configured to
access arenal artery, can be used to avoid using a guide
wire. Still alternatively, the treatment device can be rout-
ed from the femoral artery to the renal artery using ang-
iographic guidance and without the need of a guide cath-
eter.

[0169] When a guide catheter is used, at least three
delivery approaches can be implemented. In one exem-
plary approach, one or more of the aforementioned de-
livery techniques can be used to position a guide catheter
within the renal artery just distal to the entrance of the
renal artery. The treatment device is then routed via the
guide catheter into the renal artery. Once the treatment
device is properly positioned within the renal artery, the
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guide catheter is retracted from the renal artery into the
abdominal aorta. In this approach, the guide catheter
should be sized and configured to accommodate pas-
sage of the treatment device. For example, a 6 French
guide catheter can be used.

[0170] In a second exemplary approach, a first guide
catheter is placed at the entrance of the renal artery (with
or without a guide wire). A second guide catheter is
passed via the first guide catheter (with or without the
assistance of aguide wire) into the renal artery. The treat-
ment device is then routed via the second guide catheter
into the renal artery. Once the treatment device is prop-
erly positioned within the renal artery the second guide
catheter is retracted, leaving the first guide catheter at
the entrance to the renal artery. In this approach the first
and second guide catheters should be sized and config-
ured to accommodate passage of the second guide cath-
eter within the first guide catheter (i.e., the inner diameter
of the first guide catheter should be greater than the outer
diameter of the second guide catheter). For example, the
first guide catheter could be 8 French in size and the
second guide catheter could be 5 French in size.
[0171] In a third exemplary approach, and as shown
in Fig. 19A, a renal guide catheter 94 is positioned within
the abdominal aorta, just proximal to the entrance of the
renal artery. As now shown in Fig. 19B, the treatment
device 12 as described herein is passed through the
guide catheter 94 and into the accessed renal artery. The
elongated shaft makes atraumatic passage through the
guide catheter 94, in response to forces applied to the
force transmitting section 30 through the handle 22. The
proximal flexure zone 32 accommodates significant flex-
ure at the junction of the left/right renal arteries and aorta
to gain entry into the respective left or right renal artery
through the guide catheter 94 (as Fig. 19B shows).
[0172] As Fig. 19C shows, the intermediate flexure
zone 34 on the distal end portion of the elongated shaft
16 can now be axially translated into the respective renal
artery, remotely deflected and/or rotated in a controlled
fashion within the respective renal artery to attain prox-
imity to and a desired alignment with an interior wall of
the respective renal artery. As Fig. 19C further shows,
the distal flexure zone 44 bends to place the thermal en-
ergy heating element into contact with tissue on the in-
terior wall.

[0173] As Fig. 19D shows, the complex, multi-bend
structure formed by the proximal, intermediate and distal
zones 32, 24, and 44 of the distal end region 20 of the
elongated shaft 16 creates a consistent and reliable ac-
tive surface area of contact between the thermal heating
element 24 and tissue within the respective renal artery
(refer back to Fig. 8C). Thermal energy can now be ap-
plied through the thermal heating element 24 to induce
one or more thermal heating effects on localized regions
of tissue along the respective renal artery.
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B. Facilitating Contact with the Vessel Wall

[0174] As previously described, the actuation of the
control wire 40 to deflect the intermediate flexure zone
32 helps position the thermal heating element 24 in con-
tact with the vessel wall. This is particularly useful when
the distal end region 20 of the treatment device 12 is
delivered into the renal artery, as shown in Fig. 19B. Due
to the curve and placement of the renal guide catheter
94 and orientation of the treatment device 12, the distal
end region 20 of the treatment device is oriented up
against the superior region of the vessel wall when first
delivered into the renal artery, as shown in Fig. 19B. Once
the distal end region is positioned at the most distal por-
tion of the main renal artery, the operator may deflect the
intermediate flexure zone 34 via the actuator 42 to posi-
tion the thermal heating element 24 into contact with the
vessel wall at a more inferior location, as shown in Fig.
19C. This deflection of the intermediate flexure zone 34
establishes wall contact and provides, via the distal flex-
ure zone 44, a stabilizing force between the thermal heat-
ing element 24 and vessel wall to position the thermal
heating element in contact with the vessel wall. The op-
erator can then initiate treatment at this generally inferior
(bottom) location or rotate the treatment device as shown
in Fig. 19E for an alternate treatment location.

[0175] The active deflection of intermediate flexure
zone 34 is facilitated by not only operation of actuator
42, but also contact between a proximal region of the
intermediate flexure zone 44 and a superior region of the
renal artery. As shown in Fig. 19C, this contact region
124 generally occurs at the apex of the bend of the in-
termediate flexure zone 34. This contact region 124 is in
radial opposition to the contact between the thermal heat-
ing element 24 and vessel wall following deflection of the
intermediate flexure zone 34. The stabilizing force pro-
vided by the intermediate flexure zone 44 to the thermal
heating element 24 is also facilitated by the opposing
force at contact region 124. Even when the operator ro-
tates the treatment device to circumferentially reposition
the thermal heating element, as shown in Fig. 19E, this
opposition contact will be maintained, but at a different
circumferential position. Fig. 19F shows the circumfer-
ential rotation of the thermal heating element 24 from a
first treatment location corresponding to lesion 98(a) to
a second treatment location corresponding to lesion
98(b) and the circumferential translation of the interme-
diate flexure zone 32 to a new contact region 124. It
should be noted, however, that while having such oppo-
sition contact at contactregion 124 facilitates wall contact
and the stabilizing force, it is not generally required to
achieve contact between the thermal heating element 24
and the vessel wall.

[0176] ltcertainembodiments, it may also be beneficial
to equip the catheter apparatus with a second thermal
heating element (not shown) at or in the vicinity of the
intermediate flexure zone. Placement of the second ther-
mal heating element on or proximate to the intermediate
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flexure zone may enable the creation of a thermally af-
fected tissue region at or around contact region 124 (i.e.,
the portion of the vessel wall that is in contact with the
intermediate flexure zone). Activation of the first thermal
element and the second thermal element would allow the
operator to create two treatment zones that are circum-
ferentially and longitudinally offset during a single place-
ment of the catheter apparatus.

[0177] As described above, the size and configuration
of the intermediate flexure zone 34 play a valuable role
in the positioning of the device for treatment and in facil-
itating contact between the thermal heating element and
the vessel wall. The dimensioning of the intermediate
flexure zone also plays a valuable role in this regard,
particularly with respect to the constraints imposed by
the renal anatomy.

[0178] Referring back to Fig. 7E, the length of the main
branch of a renal artery (i.e., from the junction of the aorta
and renal artery to just before the artery branches into
multiple blood vessels going to the kidney) is RA| and
the diameter of the main branch of arenal artery is RAp).
Itis desirable for the length L3 of the intermediate flexure
zone 34 to be long enough for the distal end region 20
of the treatment device 12 to reach a distal treatment
location within the renal artery and, to be able to, upon
deflection, translate the thermal heating element 24 to
the radially opposite wall of the renal artery. However, if
L3 were too long, then too much of the intermediate flex-
ure zone’s proximal region would reside within the aorta
(even for distal treatments), thereby preventing contact
at contact region 124 since the apex of the bend of the
intermediate flexure zone would likely be in the aorta.
Also, an L3 that is too long would deflect with a large
radius of curvature (i.e., a2) and make it difficult for the
operator to reliably achieve wall contact at both distal and
proximal locations.

[0179] Additionally, as a practical matter, L3 is limited
by the most distal treatment location (i.e., length of the
renal artery) on one end and the location within the aorta
of the renal guide catheter 94 on the other end. It would
be undesirable for L3 to be so long that a portion of the
intermediate flexure zone resides within the renal guide
catheter during distal treatments since the deflection of
the intermediate flexure zone within the guide could im-
pair the ability of the operator to rotate and torque the
catheter without whipping.

[0180] Inanaverage human renal artery, RA is about
20 mm to about 30 mm from the junction of the aorta and
renal artery and the diameter of the main branch of a
renal artery RAp), is typically about 3 mm to about 7 mm
or 8 mm. Given these and the above considerations, it
is desirable that L3 range from about 5 mm to about 15
mm. In certain embodiments, particularly for treatments
in relatively long blood vessels, L3 can be as long as
about 20 mm. In another representative embodiment, L3
can be about 12.5 mm.
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C. Creation of Thermally Affected Tissue Regions

[0181] As previously described (and as Fig. 19B
shows), the thermal heating element 24 can be posi-
tioned by bending along the proximal flexure zone 32 at
a first desired axial location within the respective renal
artery. As Fig. 19C shows, the thermal heating element
24 can be radially positioned by deflection of intermediate
flexure zone 34 toward the vessel wall. As Fig. 19C also
shows, the thermal heating element 24 can be placed
into a condition of optimal surface area contact with the
vessel wall by further deflection of the distal flexure zone
44,

[0182] Once the thermal heating element 24 is posi-
tioned in the desired location by a combination of deflec-
tion of the intermediate flexure zone 34, deflection of the
distal flexure zone 44 and rotation of the catheter, the
first focal treatment can be administered. By applying
energy through the thermal heating element 24, a first
thermally affected tissue region 98(a) can be formed, as
Fig. 19D shows. In the illustrated embodiment, the ther-
mally affected region 98(a) takes the form of a lesion on
the vessel wall of the respective renal artery.

[0183] After forming the first thermally affected tissue
region 98(a), the catheter needs to be repositioned for
anotherthermal treatment. As described above in greater
detall, it is desirable to create multiple focal lesions that
are circumferentially spaced along the longitudinal axis
of the renal artery. To achieve this result, the catheter is
retracted and, optionally, rotated to position the thermal
heating element proximally along the longitudinal axis of
the blood vessel. Rotation of the elongated shaft 16 from
outside the access site (see Fig. 19E) serves to circum-
ferentially reposition the thermal heating element 24
about the renal artery. Once the thermal heating element
24 is positioned at a second axial and circumferential
location within the renal artery spaced from the first-de-
scribed axial position, as shown in Fig. 19E (e.g., 98(b)),
another focal treatment can be administered. By repeat-
ing the manipulative steps just described (as shown in
Figs. 19F through 19K), the caregiver can create several
thermally affected tissue regions 98(a), 98(b), 98(c) and
98(d)on the vessel wall that are axially and circumferen-
tially spaced apart, with the first thermally affected tissue
region 98(a) being the most distal and the subsequent
thermally affected tissue regions being more proximal.
Fig. 191 provides a cross-sectional view of the lesions
formed in several layers of the treated renal artery. This
figure shows that several circumferentially and axially
spaced-apart treatments (e.g., 98(a)-98(d)) can provide
substantial circumferential coverage and, accordingly,
cause a neuromodulatory affect to the renal plexus. Clin-
ical investigation indicates that each lesion will cover ap-
proximately 20 - 30 percent of the circumferential area
surrounding the renal artery. In other embodiments, the
circumferential coverage of each lesion can be as much
as 50 percent.

[0184] In an alternative treatment approach, the treat-
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ment device can be administered to create a complex
pattern/array of thermally affected tissue regions along
the vessel wall of the renal artery. As Fig. 19L shows,
this alternative treatment approach provides for multiple
circumferential treatments at each axial site (e.g., 98, 99
and 101) along the renal artery. Increasing the density
of thermally affected tissue regions along the vessel wall
of the renal artery using this approach mightincrease the
probability of thermally-blocking the neural fibers within
the renal plexus.

[0185] The rotation of the thermal heating element 24
within the renal artery as shown in Fig. 19G helps improve
the reliability and consistency of the treatment. Since an-
giographic guidance such as fluoroscopy only provides
visualization in two dimensions, it is generally only pos-
sible in the anterior/posterior view to obtain visual con-
firmation of wall contact at the superior (vertex) and in-
ferior (bottom) of the renal artery. For anterior and pos-
terior treatments, it is desirable to first obtain confirmation
of contact at a superior or inferior location and then rotate
the catheter such thatthe thermal heating elementtravels
circumferentially along the vessel wall until the desired
treatment location is reached. Physiologic data such as
impedance can be concurrently monitored to ensure that
wall contact is maintained or optimized during catheter
rotation. Alternatively, the C-arm of the fluoroscope can
be rotated to achieve a better angle for determining wall
contact.

[0186] Figs. 22A to 22C provide fluoroscopic images
of the treatment device within a renal artery during an
animal study. Fig. 22A shows positioning of the treatment
device and thermal heating element 24 at a distal treat-
mentlocation. Theintermediate flexure zone 34 has been
deflected to position the thermal heating element 24 in
contact with the vessel wall and to cause flexure in the
distal flexure zone 44. Fig. 22A also shows contact region
124 where the apex of the bend of the intermediate flex-
ure zone 34 is in contact with the vessel wall in radial
opposition to contact between the thermal heating ele-
ment and vessel wall. Fig. 22B shows the placement of
the treatment device at a more proximal treatment loca-
tion following circumferential rotation and axial retraction.
Fig. 22C shows the placement of the treatment device
at a proximal treatment location just distal to the junction
of the aorta and renal artery.

[0187] Since both the thermal heating element 24 and
solder 130 at the distal end of the intermediate flexure
zone 34 can be radiopaque, as shown in Figs. 22A to
22C, the operator using angiographic visualization can
use the image corresponding to the first treatment loca-
tion to relatively position the treatment device for the sec-
ond treatment. For example, in renal arteries of average
length, it is desirable for the clinical operator to treat at
about every 5 mm along the length of the main artery. In
embodiments where the length of the distal flexure zone
44 is 5 mm, the operator can simply retract the device
such that the current position of the thermal heating el-
ement 24 is longitudinally aligned with the position of the
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solder 130 in the previous treatment.

[0188] In another embodiment, solder 130 can be re-
placed by a different type of radiopaque marker. For ex-
ample, a band of platinum can be attached to the distal
end of the intermediate flexure zone to serve as a radi-
opaque marker.

[0189] Since angiographic visualization of the vascu-
lature generally requires contrast agent to be infused into
the renal artery, it may be desirable to incorporate within
or alongside the treatment device a lumen and/or port
for infusing contrast agent into the blood stream. Alter-
natively, the contrast agent can be delivered into the
blood alongside the treatment device within the annular
space between the treatment device and the guide cath-
eter through which the device is delivered.

[0190] Exposure to thermal energy (heat) in excess of
a body temperature of about 37°C, but below a temper-
ature of about 45°C, may induce thermal alteration via
moderate heating of the target neural fibers or of vascular
structures that perfuse the target fibers. In cases where
vascular structures are affected, the target neural fibers
are denied perfusion resulting in necrosis of the neural
tissue. For example, this may induce non-ablative ther-
mal alteration in the fibers or structures. Exposure to heat
above atemperature of about45°C, or above about60°C,
may induce thermal alteration via substantial heating of
the fibers or structures. For example, such higher tem-
peratures may thermally ablate the target neural fibers
or the vascular structures. In some patients, it may be
desirable to achieve temperatures that thermally ablate
the target neural fibers or the vascular structures, but that
are less than about 90°C, or less than about 85°C, or
less than about 80°C, and/or less than about 75°C. Re-
gardless of the type of heat exposure utilized to induce
the thermal neuromodulation, a reduction in renal sym-
pathetic nerve activity ("RSNA") is expected.

D. Control of Applied Energy

[0191] Desirably, the generator 26 includes pro-
grammed instructions comprising an algorithm 102 (see
Fig. 5) for controlling the delivery of energy to the thermal
heating device. The algorithm 102, as shown in Fig. 20,
can be implemented as a conventional computer pro-
gram for execution by a processor coupled to the gener-
ator 26. Algorithm 102 is substantially similar to the power
delivery algorithm described in US2009062873. The al-
gorithm 102 can also be implemented manually by a car-
egiver using step-by-step instructions.

[0192] When a caregiver initiates treatment (e.g., via
the foot pedal), the algorithm 102 commands the gener-
ator 26 to gradually adjustits power output to a first power
level P, (e.g., 5 watts) over a first time period t, (e.g., 15
seconds). The power increase during the first time period
is generally linear. As aresult, the generator 26 increases
its power output at a generally constant rate of P/k;.
Alternatively, the power increase can be non-linear (e.g.,
exponential or parabolic) with a variable rate of increase.
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Once P, and t; are achieved, the algorithm can hold at
P, until a new time t, for a predetermined period of time
t, - t4 (e.g., 3 seconds). At t, power is increased by a
predetermined increment (e.g., 1 watt) to P, over a pre-
determined period of time, t5 - t, (e.g., 1 second). This
gradual power ramp can continue until a maximum power
Puax is achieved or some other condition is satisfied. In
one embodiment, Pyax is 8 watts. In another embodi-
ment Pyax is 10 watts.

[0193] The algorithm 102 includes monitoring certain
operating parameters (e.g., temperature, time, imped-
ance, power, etc.). The operating parameters can be
monitored continuously or periodically. The algorithm
102 checks the monitored parameters against predeter-
mined parameter profiles to determine whether the pa-
rameters individually or in combination fall within the
ranges set by the predetermined parameter profiles. If
the monitored parameters fall within the ranges set by
the predetermined parameter profiles, then treatment
can continues at the commanded power output. If mon-
itored parameters fall outside the ranges set by the pre-
determined parameter profiles, the algorithm 102 adjusts
the commanded power output accordingly, For example,
if a target temperature (e.g., 65 degrees C) is achieved,
then power delivery is kept constant until the total treat-
menttime (e.g., 120 seconds) has expired. If a first power
threshold (e.g., 70 degrees C) is achieved or exceeded,
then powerisreducedin predetermined increments (e.g.,
0.5 watts, 1.0 watts, etc.) until a target temperature is
achieved. If a second power threshold (e.g., 85 degrees
C) is achieved or exceeded, thereby indicating an unde-
sirable condition, then power delivery can be terminated.
The system can be equipped with various audible and
visual alarms to alert the operator of certain conditions.

V. Prepackaged Kit for Distribution, Transport and Sale
of the Disclosed Apparatuses and Systems

[0194] As shown in Fig. 21, one or more components
of the system 10 shown in Fig. 5 can be packaged to-
gether for convenient delivery to and use by the custom-
er/clinical operator. Components suitable for packaging
include, the treatment device 12, the cable 28 for con-
necting the treatment device 12 to the generator 26, the
neutral or dispersive electrode 38, and one or more guide
catheters 94 (e.g., a renal guide catheter). Cable 28 can
also be integrated into the treatment device 12 such that
both components are packaged together. Each compo-
nent may have its own sterile packaging (for components
requiring sterilization) or the components may have ded-
icated sterilized compartments within the kit packaging.
This kitmay also include step-by-step instructions for use
126 that provides the operator technical product features
and operating instructions for using the system 10 and
treatment device 12, including all methods of insertion,
delivery, placement and use of the treatment device dis-
closed herein.
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VI. Additional Clinical Uses of the Disclosed Apparatus-
es, Methods and Systems

[0195] Although much of the disclosure in this Speci-
fication relates to at least partially denervating a kidney
of a patient to block afferent and/or efferent neural com-
munication from within a renal blood vessel (e.g., renal
artery), the apparatuses, methods and systems de-
scribed herein may also be used for other intravascular
treatments. For example, the aforementioned catheter
system, or select aspects of such system, can be placed
in other peripheral blood vessels to deliver energy and/or
electric fields to achieve a neuromodulatory affect by al-
tering nerves proximate to these other peripheral blood
vessels. There are a number of arterial vessels arising
from the aorta which travel alongside a rich collection of
nerves to target organs. Utilizing the arteries to access
and modulate these nerves may have clear therapeutic
potential in a number of disease states. Some examples
include the nerves encircling the celiac trunk, superior
mesenteric artery, and inferior mesenteric artery.
[0196] Sympathetic nerves proximate to or encircling
the arterial blood vessel known as the celiac trunk may
pass through the celiac ganglion and follow branches of
the celiac trunk to innervate the stomach, small intestine,
abdominal blood vessels, liver, bile ducts, gallbladder,
pancreas, adrenal glands, and kidneys. Modulating
these nerves eitherin whole (or in part via selective mod-
ulation) may enable treatment of conditions including (but
not limited to) diabetes, pancreatitis, obesity, hyperten-
sion, obesity related hypertension, hepatitis, hepatorenal
syndrome, gastric ulcers, gastric motility disorders, irri-
table bowel syndrome, and autoimmune disorders such
as Chron'’s disease.

[0197] Sympathetic nerves proximate to or encircling
the arterial blood vessel known as the inferior mesenteric
artery may pass through the inferior mesenteric ganglion
and follow branches of the inferior mesenteric artery to
innervate the colon, rectum, bladder, sex organs, and
external genitalia. Modulating these nerves either in
whole (or in part via selective modulation) may enable
treatment of conditions including (but not limited to) Gl
motility disorders, colitis, urinary retention, hyperactive
bladder, incontinence, infertility, polycystic ovarian syn-
drome, premature ejaculation, erectile dysfunction, dys-
pareunia, and vaginismus.

[0198] While arterial access and treatments have re-
ceived attention in this Specification, the disclosed ap-
paratuses, methods and systems can also be used to
deliver treatment from within a peripheral vein or lym-
phatic vessel.

VII. Definitions

[0199] Thetermapparatus makes reference to any ap-
paratus of the disclosure. In particular, this term relates
to devices for achieving intravascular renal neuromodu-
lation via thermal effects, such as heating. This term cov-
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ers references to apparatus catheters, catheters, and
treatment devices in general. In the specific description,
the term catheter is used, but it should be understood
thatthis is merely a particular example of the apparatuses
of the disclosure.

[0200] Generally, the apparatus comprises an elongat-
ed shaft. The elongated shaft is sized and configured to
deliver a thermal element to a renal artery via an intra-
vascular path that includes a femoral artery, an iliac ar-
tery, and the abdominal aorta. As described in more detail
above, different sectors of the elongated shaft serve dif-
ferent mechanical functions when in use. The elongated
shaft may be in the form of a flexible tube.

[0201] The term apparatus includes, but is not neces-
sarily limited to, a catheter. As will be appreciated by one
skilled in the art, a catheter is a solid or tubular structure
that can be inserted into a body cavity, lumen, duct or
vessel. A process of inserting a catheter is catheterisa-
tion. The catheter, for example, may be an intravascular
catheter suitable for insertion into and delivery through
an intravascular path.

[0202] The intravascular path may be via a femoral ar-
tery, an iliac artery, and/or the aorta. The passage may
be through an access site, percutaneously into the fem-
oral artery and passed into the iliac artery and aorta, into
either the left or right renal artery. This comprises an in-
travascular path that offers minimally invasive access to
arespective renal artery and/or other renal blood vessels.
For example, passage through an intravascular path
comprises a first vascular region and a second vascular
region deviating from the first vascular region at an an-
gular junction.

[0203] An angular junction could, for example, be the
junction of the left/right renal arteries and the aorta. Such
an angular junction requires significant flexure of the ap-
paratus in order to gain entry into the respective left or
right renal artery;

[0204] A force transmitting section is sized and config-
ured to possess selected mechanical properties that ac-
commodate physical passage through and the transmis-
sion of forces within the intravascular path. For example,
as it leads from an accessed femoral artery (left or right),
through the respective iliac branch artery and into the
aorta, and in proximity to the targeted renal artery (left or
right).

[0205] The axis of the elongated shaft, as used above,
refers to the longitudinal access of the elongated shaft.
[0206] The proximal region of the apparatus refers to
the proximal end region of the elongated shaft. This re-
gion may include, for example, the handle and the force
transmitting section of the apparatus.

[0207] The distal region or distal section of the appa-
ratus refers to the distal end region of the apparatus; the
end of the apparatus that is furthest away from the han-
dle. The distal end region includes, for example, a first
or proximal flexure zone, a second or intermediate flexure
zone, and/or a distal flexure zone.

[0208] The first flexure zone refers to the flexure zone
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thatis closest to the proximal end region of the apparatus.
Thefirst flexure zone is equivalent to the proximal flexure
zone (see discussion of Figures 11A to 11C above). The
first or proximal flexure zone is proximal to the handle or
the force transmitting section, which is part of the proxi-
mal end region.

[0209] The first flexure zone or proximal flexure zone
may also be referred to as a proximal section. The prox-
imal section may be flexible to enable it to be placed into
the angular junction. For example, a proximal flexible
section is adapted to bend within a guide catheter to form
a transitional bend.

[0210] A transitional bend that is supported and stable
within the vasculature is defined as a proximal flexure
zone or proximal section.

[0211] The second flexure zone refers to the flexure
zone distal from the first flexure zone (or proximal flexure
zone). In embodiments having more than two flexure
zones, the second flexure zone is equivalent to the inter-
mediate flexure zone described in more detail above. The
thermal element may be supported by the second or in-
termediate flexure zone. In embodiments having only two
flexure zones, the second flexure zone is equivalent to
the distal flexure zone outlined above.

[0212] Thesecond flexure zone orintermediate flexure
zone may also be referred to as an intermediate section.
The intermediate section may be deflectable to enable it
to extend distally from an angular junction. For example,
an intermediate section may extend distally from a tran-
sitional bend of a flexible proximal section.

[0213] The third flexure zone refers to the flexure zone
distal to the second flexure zone (or inermediate flexure
zone). The third flexure zone is equivalent to the distal
flexure zone described in more detail above. The thermal
element may be carried at the end of or coupled to the
distal flexure zone. The thermal element is positioned at
the distal end or buttresses the distal end of the distal
flexure zone.

[0214] The third flexure zone or distal flexure zone may
also be referred to as a flexible distal section. The flexible
distal section may extend distally from an intermediate
section, as described in more detail above.

[0215] The thermal element may be any suitable ele-
ment for thermal heating. The thermal element is sized
and configured for manipulation and use within a renal
artery. The thermal element is coupled to or carried by
the distal flexure zone. Additionally, the distal flexure
zone is configured to orient a portion of the thermal ele-
ment alongside a region of tissue, thereby providing con-
sistent tissue contact at each treatment location. The dis-
tal flexure zone also biases the thermal heating element
against tissue, thereby stabilizing the thermal element.
[0216] The apparatus may further comprise a second
thermal element coupled to the second or intermediate
flexure zone, wherein the second thermal elementis con-
figured to contact the first wall region of the peripheral
blood vessel.

[0217] The distal flexure zone separates the thermal
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element from the elongated shaft. In certain embodi-
ments of the disclosure, the apparatus may have only
one flexure zone, i.e. a distal flexure zone. The distal
flexure zone having the flexible structure creates a region
of electrical isolation between the thermal element and
the rest of the elongated shaft, whereby the thermal el-
ement is operatively coupled to the rest of the apparatus
via at least one supply wire.

[0218] In one embodiment, the distal flexure zone is
approximately 2to 5 mmin length. In other embodiments,
however, the distal flexure zone can be as long as about
1cm.

[0219] In some embodiments, the length of the inter-
mediate flexure zone can range from approximately 5
mm to 15 mm. In other embodiments, particularly for
treatments in relatively long blood vessels, the length of
the intermediate flexure zone can be as long as about
20 mm. In another embodiment, the length of the inter-
mediate flexure zone can be about 12.5 mm.

[0220] A flexure control element may be coupled to the
first or second flexure zones, or proximal, or intermediate
flexural zones. The flexure control element is configured
to apply a force to the coupled zone such that the zone
flexes in a radial direction from the axis of the longitudinal
axis of the zone. The flexure control element may be
carried by the handle.

[0221] Aflexure controlleris coupled to the flexure con-
trol element and can be operated to cause the flexure
control element to apply a first force suitable to flex or
move the respective zone that is coupled to the flexure
control element. The flexure controller may be part of or
coupled to the handle of the apparatus, catheter appa-
ratus or device.

[0222] The flexure control element and flexure control-
ler may be part of a control mechanism coupled to first,
second, proximal, or intermediate zones. The control
mechanism may include a flexure controller in the form
of a control wire attached/coupled to the distal end portion
of the respective zone. The control wire may be passed
proximally through or alongside the elongated shaft of
the apparatus/device and coupled to a flexure controller
in the form of an actuator on or part of the handle.
[0223] Operation of the actuator by the caregiver pull-
ing proximally on or pushing forward the actuator pulls
the control wire back to apply a compressive and/or bend-
ing force to the coupled flexure zone resulting in bending.
The compressive force in combination with the optional
directionally biased stiffness of the flexure zone deflects
the flexure zone and, thereby, radially moves the flexure
zone with respect to its longitudinal axis.

[0224] Desirably, as described in more detail above,
the distal end region of the elongated shaft can be sized
and configured to vary the stiffness of the flexure zone(s)
about its circumference. The variable circumferential
stiffness imparts preferential and directional bending to
the flexure zone (i.e., directionally biased stiffness). In
response to operation of the actuator, the flexure zone
may be configured to bend in a single preferential direc-
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tion. The compressive and/or bending force and resulting
directional bending from the deflection of the flexure zone
has the consequence of altering the axial stiffness of the
flexure zone. The actuation of the control wire serves to
increase the axial stiffness of the flexure zone. The di-
rectionally biased stiffness of the flexure zone causes
the flexure zone to move in a predetermined radial direc-
tion in response to a first force applied by the flexure
control element.

[0225] The stiffness of each of the flexure zones, such
as the first and the second flexure zones, can apply via
the thermal element a stabilizing force that positions the
thermal element in substantially secure contact with the
tissue surface during actuation of the flexure control el-
ement. This stabilizing force also influences the amount
of tissue surface contact achieved by the thermal heating
element (i.e., the ASA to TSA ratio). In one embodiment,
for example, the stabilizing force may cause atleast twen-
ty-five percent of the total surface area of the thermal
element to contact the tissue surface.

[0226] A second flexure element is part of or coupled
to the distal flexure zone, which may be the second or
third flexure zone. The second flexure element is also
coupled to the thermal element. The second flexure el-
ement has mechanical properties that accommodate ad-
ditional flexure or bending, independent of the proximal
flexure zone and the intermediate flexure zone, at a pre-
ferred treatment angle a.3. The second flexure element
may be or have a flexible structure.

[0227] Aflexible structure accommodates passive flex-
ure of the thermal element in any plane through the axis
of the elongated shaft. The thermal element may flex up
to ninety degrees, or less than or equal to ninety degrees
from the axis.

[0228] The flexible structure may be in the form of a
thread, such as a polymerthread. Itis desirable for thread
be comprised of Kevlar or similar polymer thread. The
thread may be encased in or covered with a coating or
wrapping, such as a polymer coating. The thread may
be covered with a polymer laminate, coating, or sheath
that can be comprised of any electrically insulative ma-
terial, and particularly those listed above with respect to
the sheath (e.g., carbothane). The flexible structure may
further comprise a metal coil.

[0229] The thread may mechanically couple the flexi-
ble structure to at least one of the thermal element and
the elongated shaft. In one embodiment, the thread is
routed through a proximal anchor, which is attached to
the distal end of a flexure zone (e.g., intermediate flexure
zone), and a distal anchor, which is fixed within or inte-
grated into the thermal element using solder.

[0230] The flexible structure can include, for example,
a spring-like flexible tubular structure as described in
more detail above. Alternatively, the flexible structure
may be in the form of a tubular metal coil, cable, braid or
polymer. The flexible structure can take the form of an
oval, rectangular, or flattened metal coil or polymer. In
alternate embodiments, the flexible structure may com-
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prise other mechanical structures or systems that allow
the thermal element to pivotin atleast one plane of move-
ment. For example, the flexible structure may comprise
a hinge or ball/socket combination.

[0231] Not under the direct control of the physician,
passive flexure of the second flexure element at the distal
flexure zone occurs in response to contact between the
thermal element and wall tissue occasioned by the radial
deflection of the thermal element at the first, second or
intermediate flexure zone.

[0232] The force transmitting section is sized and con-
figured for transmitting along a compound flexure or com-
pound structure of the elongated shaft.

[0233] A compound structure in the elongated shaft is
formed by the flexure of the proximal, intermediate, and
distal flexure zones. The compound structure positions
a thermal element carried by the distal flexure zone for
placement in contact with tissue along the intravascular
path,

[0234] A connector on or carried by the handle is con-
figured to connect the thermal element to a thermal en-
ergy source. The connector may be a cable plugged into
or operatively attached to the handle. The energy source
may be a generator or any other energy source. At least
one supply wire may pass along the elongated shaft or
through a lumen in the elongated shaft from the cable
plugged into or operatively attached to the handle to con-
vey the energy to the thermal element.

[0235] The energy supplied to the thermal element
may be at least one of radiofrequency, microwave ener-
gy, ultrasound energy, laser/light energy, thermal fluid,
and cryogenic fluid. The thermal elementmay be an elec-
trode for applying radiofrequency energy.

[0236] Additionally, a sensor such as a temperature
sensor (e.g., thermocouple, thermistor, etc.), optical sen-
sor, microsensor or impedance sensor can be located
adjacent to, on or within the thermal element. The sensor
can monitor a parameter of the apparatus and/or the tis-
sue surface. The sensor may be connected to one or
more supply wires. With two supply wires, one wire could
convey the energy to the thermal heating element and
one wire could transmit the signal from the sensor. Alter-
natively, both wires could transmit energy to the thermal
heating element.

[0237] A feedback control system is configured to alter
treatment delivered to the tissue surface in response to
the monitored parameter. The feedback control system
may form part of the catheter or may be attached to the
energy source, such as a generator. The feedback con-
trol system may be a processor coupled to the catheter
or the energy source. The sensor data can be acquired
or monitored by the feedback control system prior to,
simultaneous with, or after the delivery of energy or in
between pulses of energy, when applicable. The moni-
tored data may be used in a feedback loop to better con-
trol therapy, e.g., to determine whether to continue or
stop treatment, and it may facilitate controlled delivery of
an increased or reduced power or a longer or shorter
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duration therapy.

[0238] The feedback control system, such as the gen-
erator, can include an algorithm for controlling the deliv-
ery/output of energy to the thermal element. The algo-
rithm can be implemented, for example, as a convention-
al computer program for execution by a processor cou-
pled to the energy source.

[0239] The handle may comprise a rotating fitting cou-
pled to the elongated shaft and configured to rotate the
elongated shaft about the axis without rotating the han-
dle. The rotating fitting can comprise a rotational limiting
element configured to prevent rotation of the elongated
shaft beyond a predetermined number of revolutions.
[0240] The rotational limiting element may be in the
form of an axial groove and the distal portion of the handle
can include a fitting interface having a helical channel. A
traveling element, for example in the form of a ball com-
prising stainless steel, another metal, or a polymer, can
be placed within the fitting interface so that it, upon rota-
tion of the fitting, may simultaneously travel within the
helical channel of the fitting interface and along the axial
groove of the fitting. When the ball reaches the end of
the channel and/or groove, the ball will no longer move
and, consequently, the fitting will not be able to rotate
any further in that direction, i.e. the travel of the traveling
element is limited by the structural confines of the inter-
face. The rotational fitting and handle fitting interface can
be configured to allow for the optimal number of revolu-
tions for the shaft, given structural or dimensional con-
straints (e.g., wires). For example, the components of
the handle could be configured to allow for two revolu-
tions of the shaft independent of the handle.

[0241] A controlled flexure zone may comprise a first
or proximal flexure zone or second or intermediate flex-
ure zone. The controlled flexure zone refers to the part
of the elongated shaft that may be controlled by a re-
motely controlled element. The controlled flexure zone
may be in the form of a tubular structure.

[0242] A remotely controlled element may be in the
form of, but is not limited to, a control wire attached to
the distal end of the controlled flexure zone. The control
wire may be passed proximally through the elongated
shaft of the apparatus and coupled to an actuator on or
part of the handle. An operator may remotely operate the
actuator by pulling proximally on or pushing forward the
actuator and pulling the control wire back to apply a com-
pressive and/or bending force to the flexure zone result-
ing in bending. The compressive force in combination
with the optional directionally biased stiffness of the con-
trolled flexure zone deflects the controlled flexure zone
and, thereby, radially moves the controlled flexure zone
with respect to its longitudinal axis.

[0243] Desirably, as described in more detail above,
the distal end region of the elongated shaft can be sized
and configured to vary the stiffness of the flexure zone(s)
about its circumference. The variable circumferential
stiffness imparts preferential and directional bending to
the controlled flexure zone (i.e., directionally biased stiff-
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ness). This enables the flexure of the controlled flexure
zone in a predetermined radial direction. In response to
operation of the actuator, the controlled flexure zone may
be configured to bend in a single preferential direction.
The compressive and bending force and resulting direc-
tional bending from the deflection of the controlled flexure
zone has the consequence of altering the axial stiffness
of the controlled flexure zone. The actuation of the control
wire serves to increase the axial stiffness of the controlled
flexure zone. The directionally biased stiffness of the con-
trolled flexure zone causes the flexure zone to move in
a predetermined radial direction in response to a first
force applied by the flexure control element.

[0244] The stiffness of the controlled zone can apply
via the thermal element a stabilizing force that positions
the thermal element in substantially secure contact with
the tissue surface, during actuation of the flexure control
element. This stabilizing force also influences the amount
of tissue surface contact achieved by the thermal heating
element (i.e., the ASA to TSA ratio). In one embodiment,
forexample, the stabilizing force may cause at leasttwen-
ty-five percent of the total surface area of the thermal
element to contact the tissue surface.

[0245] The controlled flexure zone in the form of a tu-
bular structure may provide the directionally biased stiff-
ness. The tubular structure may be made of a metal ma-
terial, e.g. of stainless steel, or a shape memory alloy,
e.g., nickel titanium (a.k.a., nitinol or NiTi), to possess
the requisite axial stiffness and torsional stiffness. The
tubular structure may comprise a tubular polymer or met-
al/polymer composite having segments with different
stiffnesses. The tubular structure may be in the form of
an oval, or rectangular, or flattened metal coil or polymer
having segments with different stiffnesses.

[0246] The tubular structure, when made from metal,
may be laser cut. For example, the tubular structure may
be laser cut along its length to provide a bendable, spring-
like structure. The tubular structure can include a laser-
cut pattern having a spine with a plurality of connecting
ribs. The pattern biases the deflection of the tubular struc-
ture, in response to pulling on the control flexure element
coupled to the distal end of the tubular structure, toward
a desired direction. The directionally-biased stiffness of
the tubular structure may be determined by the location
of the spine in relation to the plurality of connecting ribs
on the tubular structure.

[0247] The tubular structure may further comprise a
polymer laminate, coating, or sheath.

[0248] Anunrestrained flexure zone is distal to the con-
trolled flexure zone. The unrestrained flexure zone has
or is coupled to a thermal or tissue heating element. The
unrestrained flexure zone has mechanical properties that
accommodate additional flexure or bending, independ-
enttoorinresponsetothe flexure of the controlled flexure
zone. The unrestrained flexure zone may have or be cou-
pled to a flexible structure as described in more detail
above.

[0249] The apparatus may further comprise a second
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thermal element coupled to the controlled flexure zone,
wherein the second thermal element is configured to con-
tact the first wall region of the peripheral blood vessel.
[0250] A connector on or carried by the handle is con-
figured to connect the thermal element to a thermal en-
ergy source. The connector may be a cable plugged into
or operatively attached to the handle. The energy source
may be a generator or any other energy source. At least
one supply wire may pass along the elongated shaft or
through a lumen in the elongated shaft from the cable
plugged into or operatively attached to the handle convey
the energy to the thermal element.

[0251] The elongated shaft may be configured for ro-
tation within the peripheral blood vessel when the con-
trolled flexure zone is in flexure against the first wall re-
gion and when the thermal element is in contact with the
second wall region. Rotation of the elongated shaft po-
sitions the controlled flexure zone against a third wall
region and positions the thermal element against a fourth
wall region, wherein the third wall region is circumferen-
tially offset from the first wall region and the fourth wall
region is circumferentially offset from the second wall re-
gion, and wherein the third wall region is generally op-
posite the fourth wall region.

[0252] As described in more detail above, the appara-
tus of the disclosure may form part of a system. The sys-
tem may further comprise instructions that command the
energy generator/source to deliver energy to the thermal
element according to a predetermined energy delivery
profile. The predetermined energy delivery profile may
comprise increasing energy delivery to a predetermined
power level for a first period of time, maintaining energy
delivery at the first power level for a second period of
time; and increasing energy delivery to a second power
levelif the temperature value is less than a preset thresh-
old following the second period of time.

[0253] As described in more detail above, the appara-
tus of the disclosure may be provided in the form of a kit,
such as a medical kit. The kit may further comprise a
cable configured to electrically connect the catheter ap-
paratus to the thermal energy source and a dispersive
electrode configured to provide a return path for an en-
ergy field from the catheter. The kit may further comprise
one or more guide catheters (e.g., arenal guide catheter).
The cable can also be integrated into the apparatus such
that both components are packaged together. Each com-
ponent may have its own sterile packaging (for compo-
nents requiring sterilization) or the components may have
dedicated sterilized compartments within the kit packag-
ing.

[0254] The kit may further comprise instructions for de-
livering the catheter apparatus into a renal artery of the
patient and at least partially denervating the kidney cor-
responding to the renal artery to treat the patient for a
condition associated with at least one of hypertension,
heart failure, kidney disease, chronic renal failure, sym-
pathetic hyperactivity, diabetes, metabolic disorder, ar-
rhythmia, acute myocardial infarction and cardio-renal
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syndrome
VIIl. Conclusion

[0255] The above detailed descriptions of embodi-
ments of the invention are not intended to be exhaustive
or to limit the invention to the precise form disclosed
above. Although specific embodiments of, and examples
for, the invention are described above for illustrative pur-
poses, various equivalent modifications are possible
within the scope of the invention, as those skilled in the
relevant art will recognize. For example, while steps are
presented in a given order, alternative embodiments may
perform steps in a different order. The various embodi-
ments described herein can also be combined to provide
further embodiments.

[0256] From the foregoing, it will be appreciated that
specific embodiments of the invention have been de-
scribed herein for purposes of illustration, but well-known
structures and functions have not been shown or de-
scribed in detail to avoid unnecessarily obscuring the de-
scription of the embodiments of the invention. Where the
context permits, singular or plural terms may also include
the plural or singular term, respectively. For example,
much of the disclosure herein describes a thermal heat-
ing element 24 or electrode 46 in the singular. It should
be understood that this application does not exclude two
or more thermal heating elements or electrodes. In one
embodiment representative of a multi-electrode config-
uration, a second electrode could be placed on the inter-
mediate flexure zone 34 opposite the direction of deflec-
tion of the intermediate flexure zone 34 such that the
second electrode could deliver treatment to the vessel
wall at or near contact region 124. This approach would
allow two spaced apart treatments per position of the
treatment device, one distal treatment via the first elec-
trode 46 and one proximal treatment via the second elec-
trode.

Moreover, unless the word "or" is expressly limited to
mean only a single item exclusive from the other items
in reference to a list of two or more items, then the use
of "or" in such a list is to be interpreted as including (a)
any single item in the list, (b) all of the items in the list,
or (c) any combination of the items in the list. Additionally,
the term "comprising" is used throughout to mean includ-
ing at least the recited feature(s) such that any greater
number of the same feature and/or additional types of
other features are not precluded. It will also be appreci-
ated that specific embodiments have been described
herein for purposes of illustration, but that various mod-
ifications may be made without deviating from the inven-
tion. Accordingly, the invention is not limited except as
by the appended claims.

Claims

1. A renal neuromodulation catheter, comprising:
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an elongated shaft extending along an axis and
comprising a controlled flexure zone and an un-
restrained flexure zone coupled to and extend-
ing distally from the controlled flexure zone, the
elongated shaft sized and configured for intra-
vascular delivery into a renal artery;

wherein the unrestrained flexure zone is config-
ured to carry a thermal element;

wherein the controlled flexure zone is sized and
configured for placement into contact against a
first wall region of the renal artery and, in re-
sponse to application of a force applied by a re-
motely controlled element, for flexure relative to
the axis in a predetermined radial direction away
from the first wall region toward a second wall
region of the renal artery generally opposite to
the first wall region;

wherein the unrestrained flexure zone is sized
and configured, when the controlled flexure
zone is in flexure against the first wall region, for
unrestrained flexure relative to the axis to place
a side of the thermal element into contact
against the second wall region; and

wherein the controlled flexure zone is configured
to apply, when in flexure against the first wall
region, through the unrestrained flexure zone a
stabilizing force to the thermal element against
the second wall region,

wherein the remotely controlled element com-
prises a wire coupled to a distal portion of the
controlled flexure zone, and wherein the force
applied by the wire is a bending or compressive
force against the controlled flexure zone,
wherein the controlled flexure zone has a length
of from about 5 millimeters to about 15 millime-
ters.

The catheter apparatus of claim 1 wherein the ther-
mal element comprises a first thermal element, and
wherein the catheter apparatus further comprises a
second thermal element coupled to the controlled
flexure zone, wherein the second thermal element
is configured to contact the first wall region of the
renal artery.

The catheter apparatus of any one of claims 1 to 2
wherein the elongated shaft is configured for rotation
within the renal artery when the controlled flexure
zone is in flexure against the first wall region and
when the thermal element is in contact with the sec-
ond wall region, wherein rotation of the elongated
shaft positions the controlled flexure zone against a
third wall region and positions the thermal element
against a fourth wall region, wherein the third wall
region is circumferentially offset from the first wall
region and the fourth wall region is circumferentially
offset from the second wall region, and wherein the
third wall region is generally opposite the fourth wall
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region.

The catheter apparatus of any one of the preceding
claims wherein the controlled flexure zone compris-
es a tubular structure having a directionally-biased
stiffness.

The catheter apparatus of claim 4 wherein the tubu-
lar structure comprises a laser-cut metal tube.

The catheter apparatus of claim 5 wherein the laser-
cut metal tube comprises a spine and a plurality of
ribs, and wherein the directionally-biased stiffness
of the tubular structure is determined by the location
of the spine in relation to the plurality of ribs on the
tubular structure.

The catheter apparatus of any one of claims 4 to 6
wherein the tubular structure further comprises a pol-
ymer laminate, coating or sheath.

The catheter apparatus of any one of the preceding
claims, further comprising a sensor adjacent to, on,
or within the thermal element, and wherein the sen-
sor is configured to monitor a parameter of at least
one of the apparatus and the renal artery.

The catheter apparatus of claim 8 wherein the sensor
is at least one of a temperature sensor, impedance
sensor, optical sensor or micro sensor.

The catheter apparatus of any one of claims 8 to 9,
further comprising a feedback control system con-
figured to alter treatment delivered to the tissue sur-
face in response to the monitored parameter.

The catheter apparatus of claim 10 wherein the feed-
back control system comprises an algorithm for con-
trolling output of the thermal energy source.

The catheter apparatus of any one of the preceding
claims, wherein the thermal element is configured to
apply treatment to neural tissue adjacent to the renal
artery using at least one of radiofrequency energy,
microwave energy, ultrasound energy, laser/light en-
ergy, thermal fluid, and cryogenic fluid.

The catheter apparatus of any one of the preceding
claims, wherein the thermal element comprises an
electrode for applying radiofrequency energy to tis-
sue.

The catheter apparatus of any one of the preceding
claims, wherein the catheter apparatus is a compo-
nentof a medical treatmentkit, and wherein the med-
ical treatment kit further comprises a cable config-
ured to electrically connect the catheter apparatus
to an energy source and a dispersive electrode con-
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figured to provide a return path for an energy field
from the catheter apparatus.

The catheter apparatus of any one of the preceding
claims, further comprising instructions for delivering
the catheter apparatus into a renal artery of the pa-
tient and at least partially denervating a kidney of the
patient corresponding to the renal artery to treat the
patient for a condition associated with at least one
of hypertension, heart failure, kidney disease, chron-
ic renal failure, sympathetic hyperactivity, diabetes,
metabolic disorder, arrhythmia, acute myocardial in-
farction and cardio-renal syndrome.

Patentanspriiche

1.

Renaler Neuromodulationskatheter, umfassend:

einen langlichen Schaft, der sich entlang einer
Achse erstreckt und eine gesteuerte Flexurzone
umfasst, und eine uneingeschrénkte Flexurzo-
ne, die an die gesteuerte Flexurzone gekoppelt
ist und sich distal davon erstreckt, wobei der
langliche Schaft eine Grofle und Konfiguration
aufweist, die fiir die intravaskulare Zufiihrung in
eine renale Arterie geeignet ist;

wobei die uneingeschrankte Flexurzone derart
konfiguriert ist, dass sie ein Thermoelement
tragt;

wobei die gesteuerte Flexurzone eine GréRle
und Konfiguration aufweist, die flr eine Positio-
nierung in Kontakt mit einem ersten Wandbe-
reich der renalen Arterie und in Reaktion auf ei-
ne Anwendung einer durch ein ferngesteuertes
Element angewendeten Kraft fir eine Positio-
nierung relativ zu der Achse in einer vorbe-
stimmten radialen Richtung weg von dem ersten
Wandbereich zu einem zweiten Wandbereich
der renalen Arterie, im Allgemeinen gegen den
ersten Wandbereich, geeignet ist;

wobei die uneingeschrankte Flexurzone eine
solche GréRe und Konfiguration aufweist, dass
sie, wenn sich die gesteuerte Flexurzone in Fle-
xur gegen den ersten Wandbereich befindet, ei-
ne uneingeschrankte Flexur relativzu der Achse
ermdglicht, um eine Seite des Thermoelements
in Kontakt mit dem zweiten Wandbereich zu po-
sitionieren; und

wobei die gesteuerte Flexurzone derart konfigu-
riert ist, dass sie, wenn sie sich in Flexur gegen
den ersten Wandbereich befindet, durch die un-
eingeschrénkte Flexurzone eine Stabilisie-
rungskraft auf das Thermoelement gegen den
zweiten Wandbereich anwendet, wobei das
ferngesteuerte Element einen mit einem dista-
len Abschnitt der gesteuerten Flexurzone ge-
koppelten Draht umfasst und wobei die von dem
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Draht angewendete Kraft eine Biege- oder
Druckkraft gegeniiber der gesteuerten Flexur-
zone ist,

wobei

die gesteuerte Flexurzone eine Lange von etwa
5 Millimetern bis etwa 15 Millimetern aufweist.

Kathetervorrichtung nach Anspruch 1, wobei das
Thermoelement ein erstes Thermoelement umfasst
und wobei die Kathetervorrichtung ferner ein zweites
Thermoelement umfasst, das mit der gesteuerten
Flexurzone gekoppeltist, wobei das zweite Thermo-
element derart konfiguriert ist, dass es den ersten
Wandbereich der renalen Arterie bertihrt.

Kathetervorrichtung nach einem der Anspriiche 1 bis
2, wobei der langliche Schaft derart konfiguriert ist,
dass er sich innerhalb der renalen Arterie dreht,
wenn sich die gesteuerte Flexurzone in Flexur gegen
den ersten Wandbereich befindet und wenn das
Thermoelement den zweiten Wandbereich bertihrt,
wobei die Drehung des langlichen Schafts die ge-
steuerte Flexurzone gegen einen dritten Wandbe-
reich positioniert und das Thermoelement gegen ei-
nen vierten Wandbereich positioniert, wobei der drit-
te Wandbereich umlaufend von dem ersten Wand-
bereich versetzt ist und der vierte Wandbereich um-
laufend von dem zweiten Wandbereich versetzt ist
und wobei der dritte Wandbereich dem vierten
Wandbereich im Wesentlichen gegentberliegt.

Kathetervorrichtung nach einem der vorstehenden
Anspriiche, wobei die gesteuerte Flexurzone eine
R&hrenstruktur mit einer direktional beeinflussten
Steifheit umfasst.

Kathetervorrichtung nach Anspruch 4, wobei die
Réhrenstruktur eine lasergeschnittene Metallréhre
umfasst.

Kathetervorrichtung nach Anspruch 5, wobei die la-
sergeschnittene Metallréhre einen Riicken und eine
Mehrzahl von Rippen umfasst und wobei die direk-
tional beeinflusste Steifheit der Rohrenstruktur
durch die Position des Rickens in Bezug auf die
Mehrzahl von Rippen an der Roéhrenstruktur be-
stimmt ist.

Kathetervorrichtung nach einem der Anspriiche 4 bis
6, wobei die Rohrenstruktur ferner ein Polymerlami-
nat, eine Beschichtung oder eine Hiille umfasst.

Kathetervorrichtung nach einem der vorstehenden
Anspriiche, ferner umfassend einen Sensor nahe,
an oder in dem Thermoelement und wobei der Sen-
sor derart konfiguriert ist, dass er einen Parameter
zumindest eines des Folgenden Uberwacht: die Vor-
richtung und die renale Arterie.
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Kathetervorrichtung nach Anspruch 8, wobei der
Sensor zumindest eines des Folgenden ist: Tempe-
ratursensor, Impedanzsensor, optischer Sensor
oder Mikrosensor.

Kathetervorrichtung nach einem der Anspriiche 8 bis
9, ferner umfassend ein Riickmeldungssteuerungs-
system, das derart konfiguriert ist, dass es die Be-
handlung, die in Reaktion auf den Gberwachten Pa-
rameter der Gewebeoberflache zugefiihrt wird, ver-
andert.

Kathetervorrichtung nach Anspruch 10, wobei das
Ruckmeldungssteuerungssystem einen Algorith-
mus zum Steuern der Ausgabe der Thermoenergie-
quelle umfasst.

Kathetervorrichtung nach einem der vorstehenden
Anspriche, wobei das Thermoelement derart konfi-
guriert ist, dass es unter Verwendung eines des Fol-
genden eine Behandlung des Nervengewebes nahe
der renalen Arterie anwendet: Hochfrequenzener-
gie, Mikrowellenenergie, Ultraschallenergie, La-
ser-/Lichtenergie, Thermoflissigkeit und kryogene
Flussigkeit.

Kathetervorrichtung nach einem der vorstehenden
Anspriche, wobei das Thermoelement eine Elektro-
de zum Anwenden einer Hochfrequenzenergie auf
das Gewebe umfasst.

Kathetervorrichtung nach einem der vorstehenden
Anspriiche, wobei die Kathetervorrichtung eine
Komponente eines medizinischen Behandlungskits
ist und wobei das medizinische Behandlungskit ein
Kabel, das derart konfiguriert ist, dass es die Kathe-
tervorrichtung elektrisch mit einer Energiequelle ver-
bindet, und eine Neutralelektrode umfasst, die derart
konfiguriert ist, dass sie eine Riickleitung fiir ein En-
ergiefeld von der Kathetervorrichtung bereitstellt.

Kathetervorrichtung nach einem der vorstehenden
Anspriche, ferner umfassend Anweisungen fiir die
Zufuhrung der Kathetervorrichtung in eine renale Ar-
terie des Patienten und zumindest teilweise fiir die
Denervierung einer Niere des Patienten, die der re-
nalen Arterie zugehdrig ist, um den Patienten bei
einem Leiden zu behandeln, das mit einem der fol-
genden assoziiert ist: Hypertonie, Herzversagen,
Nierenerkrankung, chronisches Nierenversagen,
sympathische Hyperaktivitat, Diabetes, Stoffwech-
selstérung, Herzrhythmusstérung, akuter Herzin-
farkt und kardiorenales Syndrom.

Revendications

1.

Cathéter de neuromodulation rénale, comprenant :
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une tige allongée s’étendant le long d’'un axe et
comprenant une zone de flexion commandée et
une zone de flexion non restreinte couplée a et
s’étendant distalement de la zone de flexion
commandeée, la tige allongée étant dimension-
née et congue pour la mise en place intravas-
culaire dans une artére rénale ;

dans lequel la zone de flexion non restreinte est
congue pour porter un élément thermique ;
dans lequel la zone de flexion commandée est
dimensionnée et congue pour étre positionnée
en contact contre une premiére région de paroi
de l'artére rénale et, en réponse a I'application
d’une force appliquée par un élément comman-
dé adistance, pourlaflexionrelativemental'axe
dans une direction radiale prédéterminée a
I’écartde la premiere région de paroiendirection
d’'une seconde région de paroi de I'artére rénale
généralement opposée a la premiére région de
paroi ;

dans lequel la zone de flexion non restreinte est
dimensionnée et congue, lorsque la zone de
flexion commandée est en flexion contre la pre-
miére région de paroi, pour une flexion non res-
treinte relativement a I'axe pour placer un coté
de I'élément thermique en contact contre la se-
conde région de paroi ; et

dans lequel la zone de flexion commandée est
congue pour appliquer, lorsqu’elle est en flexion
contre la premiere région de paroi, par l'inter-
médiaire de la zone de flexion non restreinte,
une force de stabilisation a I'élément thermique
contre la seconde région de paroi, dans lequel
I’élément commandé a distance comprend un
fil couplé a une partie distale de la zone de
flexion commandée, et dans lequel la force ap-
pliquée par le fil est une force de flexion ou de
compression contre la zone de flexion comman-
dée,

dans lequel la zone de flexion commandée a
une longueur d’environ 5 millimétres a environ
15 millimétres.

Appareil de cathéter selon la revendication 1, dans
lequel I'élément thermique comprend un premier
élément thermique, et dans lequel I'appareil de ca-
théter comprend en outre un second élément ther-
mique couplé a la zone de flexion commandée, dans
lequel le second élément thermique est congu pour
entrer en contact avec la premiére région de paroi
de l'artére rénale.

Appareil de cathéter selon 'une quelconque des re-
vendications 1 a 2, dans lequel la tige allongée est
congue pour pivoter a l'intérieur de l'artére rénale
lorsque la zone de flexion commandée est en flexion
contre la premiére région de paroi et lorsque I'élé-
ment thermique est en contact avec la seconde ré-
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gion de paroi, dans lequel la rotation de la tige allon-
gée positionne la zone de flexion commandée contre
une troisieme région de paroi et positionne I'élément
thermique contre une quatrieme région de paroi,
dans lequel la troisieme région de paroi est circon-
férentiellement décalée de la premiére région de pa-
roi et la quatrieme région de paroi est circonféren-
tiellement décalée de la seconde région de paroi, et
dans lequel la troisi€me région de paroi est généra-
lement opposée a la quatrieme région de paroi.

Appareil de cathéter selon I'une quelconque des re-
vendications précédentes, dans lequel la zone de
flexion comprend une structure tubulaire ayant une
rigidité sollicitée de maniére directionnelle.

Appareil de cathéter selon la revendication 4, dans
lequel la structure tubulaire comprend un tube en
métal coupé au laser.

Appareil de cathéter selon la revendication 5, dans
lequel le tube en métal coupé au laser comprend
une colonne vertébrale et une pluralité de nervures,
et dans lequel la rigidité sollicitée de maniére direc-
tionnelle de la structure tubulaire est déterminée par
'emplacementde la colonne vertébrale relativement
a la pluralité de nervures sur la structure tubulaire.

Appareil de cathéter selon I'une quelconque des re-
vendications 4 a 6, dans lequel la structure tubulaire
comprend en outre un stratifié, un revétement ou
une gaine polymeres.

Appareil de cathéter selon I'une quelconque des re-
vendications précédentes, comprenant en outre un
capteur adjacent a, sur, ou a l'intérieur de, I'élément
thermique, et dans lequel le capteur est congu pour
surveiller un parametre d’au moins I'un de I'appareil
et de l'artere rénale.

Appareil de cathéter selon la revendication 8, dans
lequel le capteur est au moins I'un d’'un capteur de
température, d’'un capteur d'impédance, d’'un cap-
teur optique ou d’'un micro capteur.

Appareil de cathéter selon 'une quelconque des re-
vendications 8 a 9, comprenant en outre un systeme
de commande de rétroaction congu pour modifier le
traitement administré a la surface du tissu en répon-
se au parameétre surveillé.

Appareil de cathéter selon la revendication 10, dans
lequel le systeme de commande de rétroaction com-
prend un algorithme pour commander la sortie de la
source d’énergie thermique.

Appareil de cathéter selon 'une quelconque des re-
vendications précédentes, dans lequel I'élément
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thermique est congu pour appliquer le traitement au
tissu neuronal adjacent a I'artéere rénale en utilisant
au moins l'une de I'énergie radiofréquence, de
I’énergie micro-onde, de I'énergie ultrasonore, de
I’énergie laser/lumineuse, d’un fluide thermique et
d’un fluide cryogene.

Appareil de cathéter selon 'une quelconque des re-
vendications précédentes, dans lequel I'élément
thermique comprend une électrode pour 'applica-
tion d’'une énergie radiofréquence au tissu.

Appareil de cathéter selon 'une quelconque des re-
vendications précédentes, dans lequel I'appareil de
cathéter est un composant d’un kit de traitement mé-
dical, etdans lequel le kit de traitement médical com-
prend en outre un cable congu pour électriquement
raccorder I'appareil de cathéter a une source d’éner-
gie et une électrode dispersive congue pour fournir
une voie de retour pour un champ d’énergie depuis
I'appareil de cathéter.

Appareil de cathéter selon 'une quelconque des re-
vendications précédentes, comprenant en outre des
instructions pour mettre en place I'appareil de cathé-
ter dans une artére rénale du patient et dénerver au
moins partiellement un rein du patient correspondant
a l'artére rénale en vue de traiter chez le patient une
affection associée a au moins I'une de I'hyperten-
sion, de l'insuffisance cardiaque, d’'une maladie ré-
nale, de l'insuffisance rénale chronique, de I'hype-
ractivité sympathique, du diabéte, d’'un trouble mé-
tabolique, de I'arythmie, d’un infarctus du myocarde
aigu et d’'un syndrome cardio-rénal.
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